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| | Qh x / Physical medicine and rehabilitation 


10th Annual Volume 


1958 CURRENT THERAPY 


This new volume gives you the best treatment available 
today for every disease or disorder you are likely to en- 
counter—from appendicitis to xanthomas, from varicose veins 
to poliomyelitis. 

The Board of Consultants has selected 298 Leading Authori- 
ties—each of whom is using, in the opinion of the Board, the 
best treaiment available today for a given disease. These men 
have put down for you in concise, quickly understandable 
terms their highly successful methods. These are the methods 
they are using today, methods utilizing the very latest ad- 
vances in medical science. You can cast away the doubt that 
perhaps there is some better therapeutic procedure you don’t 
know about—if the 1958 Current Therapy is on your desk. 


Information in Current Therapy is not extracted from the 
literature, is not in any way experimental, is not prejudiced 
in favor of any special drug or any special method. The 


treatment is included solely because it is the most effective— 
old or new makes no difference. 


Here’s a small sample of the 227 new treatments and new 
articles in this year’s volume: Newer Anti-secretory Com- 
pounds in Peptic Ulcer; Control of Complications in Bron- 
chitis; Tranquilizers in Hiccups and in Asthma; Oral Com- 
pounds in Diabetes Mellitus; Treatment of Complications in 
Multpile Sclerosis; Pressure Gradient Bandages in Stasis 
Dermatitis and Stasis Ulcer; Shock in Obstetrics; Results of 
Transfusions in Erythroblastosis Fetalis; Newer Diuretics in 
Congestive Heart Failure; Treatment of Complications in 
Whooping Cough; Therapy of Croup with Measles; Recent 
Anticonvulsant Drugs in Epilepsy, and many more. 


By 298 Leading Authorities selected by a Special Board of Consulting Editors. 
Edited by HOWARD F. CONN, M.D. 827 pages, 8’x11”. $12.00. New! 
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ARTHRITIS 


salicylate benefits with minimal salicylate drawbacks 


Rapid and prolonged relief—with less intolerance. 


The analgesic and specific anti-inflammatory action of BuFFERIN helps reduce 
pain and joint edema—comfortably. BUFFERIN caused no gastric distress in 70 per 
cent of hospitalized arthritics with proved intolerance to aspirin. (Arthritics are at 
least 3 to 10 times as intolerant to straight aspirin as the general population.') 


No sodium accumulation. Because BUFFERIN is sodium free, massive dosage for pro- 
longed periods will not cause sodium accumulation or edema, even in cardiovascu- 
lar cases. 


Each sodium-free BUFFERIN tablet contains acetylsalicylic acid, 5 grains, and the antacids mag- 
nesium carbonate and aluminum glycinate. 
Reference: 1. J.A.M.A. 158:386 (June 4) 1955. 


ANOTHER FINE PRODUCT OF BRISTOL-MYERS 


Bristol-Myers Company, 19 West 50 Street, New York 20, N. Y. 
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certainly the simplest automatic x-ray control ever devised 


| MANDIBLE EXTREMITY | SHOULDER GALL STOMACH 
MAXILLA SMAPULA Above Gu. PA PA 

Any Any | Any TRACT 

Position | Position | AP/tot Position | AP/PA  AP/PA 


STERNUM 
PA/Ob! | laters! loteral “ae AP/tor 
ne screen 


n n n ” 30 30 


know why? look... 
1 On this board you select the bodypart you want to x-ray 
2 Set its measured thickness 


3 Press the exposure button housed in 


That's all there is to it. No time, KV, or MA adjusting todo. 


No charts to check, no calculations to make. be / cabinet 


obviously as canny an x-ray investment as you move 


Modest cost 

Excellent value 

Prestige ‘‘look’’ 

Top Reputation (significantly, “Century” trade-in value has long been highest in its field) 


And you can rent if you prefer. 


Call in your Picker representative (he's probably in your local ‘phone book) 
or write: PICKER X-RAY CORPORATION 25 South Broadway, White Plains, N. Y. 


gnaromatic 


cue 


diagnostic x-ray unit 
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433 Symposium on physical medicine and rehabilitation. 
Moderator: John W. Andrews, D.O., Los An- 

geles, Calif. Speakers: John W. Mulford, 

_D.O., Cincinnati, Ohio, Philip J. Rasch, 

Ph.D., Los Angeles, Calif., John W. A. 

Brant, Ph.D., Los Angeles, Calif., Marjorie 

Olwen Gutensohn, D.O., Kirksville, Mo., and 

R. Gilbert Dorrance, D.O., Pittsburgh, Pa. 


445 Emotional and psychologic factors in surgical prob- 
lems. 
Floyd E. Dunn, D.O., F.A.C.N., Kansas City, 
. Mo. 
449 Osteogenic Sarcoma of the bone. With report of a 
case. 
Daniel T. Fridena, Jr., D.O., Phoenix, Ariz. 
454 Metabolic response to surgical stress. Detection and 
management. 
Joseph P. Fresolone, B.S., D.O., Philadelphia, 
Pa, 
458 The ataractic drugs. 


Donald E. Lindley, D.O., F.A.C.O1., Milwau- 
kee, Wis. 
461 Prostatic malignancy. A review of current con- 
cepts on this. subject. 

William R. Mallery, D.O., St. Louis, Mo. 

A modification of the self-retaining O’Connor- 
O’Sullivan retractor. 

Frank M. Wilson, D.O., and Edward B. Parris, 

A.B., D.O., North Hollywood, Calif. 
Selection of therapy in carcinoma of the larynx. 

Lloyd A. Seyfried, D.O., F.O.C.O., Detroit, 

Mich. 
Case Report 
Rupture of the stomach in the newborn. 

Leo C. Wagner, D.O., Herman Kohn, D.O., 
and Patricia A. Cottrille, D.O., Philadel- 
phia, Pa. 
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INFORMATION FOR CONTRIBUTORS 


THE JouRNAL OF THE AMERICAN OSTEOPATHIC ASSOCIA- 
TION is the official scientific publication of the American 
Osteopathic Association. Articles are accepted with the 
understanding that they have not been published or ac- 
cepted for publication elsewhere. 


MANUSCRIPTS 


1. Manuscripts should be typed in triplicate, the original 
and carbon sent to THE JouRNAL, and one carbon kept 
by the author. All copy, including quotations, footnotes, 
tables, references, and legends for figures, should be 
double-spaced, with ample margins. 

2. References are required for all material derived from 
the work of others, whether or not authors’ names are 
mentioned. Reference numbers should be assigned in 
order of reference in the article. Each reference must in- 
clude the name of the author and the full title of the 
article or book. For periodicals, the name, volume num- 
ber, complete date, and inclusive paging of the article are 
required. For books, the edition, the name and location 
of the publisher, and the year of publication are required. 
Exact page numbers must be given for all direct 
quotations. 

3. The author’s degrees and teaching affiliations should 
be given. 

4. The article should end with a comprehensive summary. 


ILLUSTRATIONS 


1. Photographs should be unmounted, untrimmed, glossy 
prints. 

2. Figures, charts, tables which are to be engraved, and 
lettering on prints should be in black (India) ink on good 
quality white paper. Lettering must be large enough to 
be read when reduced. 

3. Original roentgenograms or slides can be used for 
reproduction, but direct-contact glossy prints from orig- 
inals are preferable. 

4. All illustrations must be numbered and the top indi- 
cated. If original roentgenograms or slides are submitted, 
the front must also be indicated. 

5. Good illustrations enhance the value of articles, and 
contributors are encouraged to submit illustrative mate- 
rial with manuscripts. 

6. When illustrations which have appeared elsewhere 
are submitted, full information should be given about 
previous publication, whether or not permission has been 
obtained, and credit to be given. 


COPIES OF THE JOURNAL 


1. Three copies of THE JourNAL containing his article 
will be sent to the author on request. 


REPRINTS 


1. A price list with information for ordering reprints 
is sent with galley proofs. 


FOR ADDITIONAL INFORMATION, 
PLEASE WRITE TO THE EDITOR 
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anxiety and tension states 


ambulatory psychoneurotics 
hospitalized psychotics 


and for nausea and vomiting 


the full-range tranquilizer 


¢ Mg. for mg. more effective than other phenothiazines 
¢ Greatly increased therapeutic index 

* Jaundice attributable to TRILAFON alone not reported 
* No skin photosensitivity observed 

¢ No report of agranulocytosis 

¢ Significant hypotension absent 

* No apparent impairment of mental acuity 


Refer to Schering literature for specific information regarding indi- 
cations, dosage, side effects, precautions and contraindications. 


TRILAFON —gtey tablets of 2 mg. (black seal), 4 mg. (green 
seal), 8 mg. (blue seal), bottles of 50 and 500; 16 mg. (red 
seal), for hospital use, bottles of 500. 


SCHERING CORPORATION + BLOOMFIELD, NEW JERSEY 
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(Penicillinase Injectable,* SchenLabs) 


NEW! the first specific for 
penicillin reactions 


EUTRAPEN 


NEUTRAlizes PENicillin, the causative allergen 


« acts within an hour, lasts up to a week'? 

+ one injection usually sufficient in cases seen early. 

+ itching abates promptly® 

» most reactions clear in 12 to 96 hours? 

» well tolerated’. 

¢ may be lifesaving in certain anaphylactic reaction cases*5{ 


t“For this reason, and from these studies, penicillinase 
[NeuTtRAPEN] should be kept on hand in every doctor’s office 
or hospital where penicillin is administered.”* 


The new purified injectable penicillinase, NEUTRAPEN, 
aborts penicillin reactions. An enzyme, it catalyzes the 
hydrolysis of penicillin to penicilloic acid, which is non- 
allergenic. Current therapy—antihistamines, ACTH or 
steroids—treats effects. NEUTRAPEN counteracts the cause 
by neutralizing the penicillin itself, offering a new con- 
cept of treatment that promises safer penicillin therapy. 


penicillin levels at zero 4 to 7 days? The action of NEUTRAPEN 
is specific, rapid and long-lasting. It inactivates circulat- 
ing penicillin within an hour after injection, and con- 
tinues effective for four to seven days.! 


“highly effective’? NeurraPEeN effected prompt and com- 
plete clearing of reactions in 45 of 52 cases reported by 
Zimmerman.’ Given in the first month, one injection of 


NEUTRAPEN usually cleared the reaction in 12 to 96 | 


hours. Becker*» noted complete clearing of urticaria and 
angioedema within 24 to 72 hours in 42 of his 46 patients. 
The absence of relapses was termed “a major clinical 
achievement....”* Minno and Davis‘ reported “... prompt 
relief of itching...in nearly every case...,” and complete 
clearing in all 42 cases. 


well tolerated"? Clinically, NEUTRAPEN has been shown to 
be well tolerated when used intramuscularly® and phar- 
macologically “... virtually non-toxic, even at dose levels 
several hundred times the minimum effective dose.” 


tmay be lifesaving NeuTRAPEN may be lifesaving in anaphy- 
lactic reactions that occur an hour to several hours after 
injection of penicillin.** In such cases it “...may be 
given intravenously as well as intramuscularly.”** For 
this reason, Becker says, “...penicillinase [NEUTRAPEN | 


NEUTRAPEN® IS A REGISTERED TRADEMARK OF SCHENLABS PHARMACEUTICALS, INC. 
* PATENTS PENDING. 


should be kept on hand in every doctor’s office or hos- 
pital where penicillin is administered.”* 


indications 


Therapeutic: NEUTRAPEN is indicated in all cases of 
penicillin reaction except the immediate type of ana- 
phylactic reaction. 


Prophylactic: When drugs and vaccines (notably polio- 
myelitis vaccine) which contain small amounts of peni- 
cillin are given, it is recommended that NEUTRAPEN be 
administered concurrently to those patients (1) who 
are known to be sensitive to penicillin, and (2) who have 
a history of allergy. 


Differential Diagnosis: In summarizing his experiences 
with NEUTRAPEN, Zimmerman suggests that its “...re- 
sponse may be considered a useful tool in the differential 
diagnosis of eruptions where penicillin is only one of 
several possible inciting allergens.” 


dosage and administration NeurraPen, 800,000 units I.M., 
injected as soon as possible after symptoms of penicillin 
reaction appear. If necessary, dosage may be repeated 
at 3-day to 4-day intervals. In anaphylactic reactions 
800,000 units should be given intravenously as soon as 


possible and immediately followed by 800,000 units 
intramuscularly. 


contraindications and side effects No specific contraindications. Some 
soreness at the site of injection, which may be accompanied by 
erythema and local edema, may be noted in some patients, but it 
is transient and not serious. The intravenous use of penicillinase 
has been reported to cause chills and fever in some cases. 


supplied NeurrareNn is supplied in single-dose vials containing 
800,000 units of purified injectable penicillinase as lyophilized 
powder. It is stable at room temperature in the dry state. 


references (1) Becker, R. M.: New England J. Med. 254:952, 1956. (2) Chen, 

P.; Bard, J. W., and Balsito, A. A.: Antibiotics Symposium, Oct. 3, 1957. 
: phn (3) Zimmerman, M. C.: Antibiotics Sy Oct. 3, 1957. In press. 
Bt Becker, R. M.: 106th Ann. Meet., A.M.A., New York, N. Y., June 5, 1957. 
(5) Becker, R. M.: Antibiotics Symposium, Oct. 3, 1957. In press. (6) Minno, A. M., 
and Davis, G. M.: J.A.M.A. 165:222, 1957. (7) Davis, G. M.: Discussion, Antibiotics 
Symposium, Oct. 3, 1957. 
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SCHENLABS PHARMACEUTICALS, INC., 
NEW YORK 1, N.Y. 
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in angina pectoris 


new 


Peritrate’ win Nitroglycerin 


BRAND OF PENTAERYTHRITOL TETRANITRATE 


The long-acting emergency tablet for “stress days” 


to relieve the acute attack and sustain coronary vasodilatation 


Peritrate with Nitroglycerin (an uncoated, sublingual tablet which 
disintegrates immediately) contains 1/200 gr. nitroglycerin plus 10 mg. 
Peritrate. It provides immediate relief of anginal pain with hours of 
sustained coronary vasodilatation. Dosage: 1 tablet sublingually as needed. 


WARNER-CHILCOTT 
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been clinically tested 
| the hungerSyndrome . 


clinically tested... 


by more than 700 physicians in over 4900 cases of 
overweight in selected University Hospitals and 
Clinics as well as in private practice.” 


not a CNS stimulant... 


unlike d-amphetamine, LEVONOR is not a central 
nervous system stimulant, but is an anorexigenic 
specific that does not cause “jitters,” tenseness, or 
nervousness, Can be given after dinner... 

AT 8 P.M. OR LATER... to allay night-time hunger 
without disturbing sleep.* 


safe... 


“5 times safer (LD/50) than d-amphetamine’’... 
strikingly free of side-effects. 


effective... 


produces an average weight loss of 2-21 Ibs. 
per week. 


suggested dosage schedule... 


clinicians have found LEVONOR particularly well 
suited to a dosage schedule of one tablet three times 
a day...at 11 a.m., 4 p.m., and 8 p.m. Some patients, 
especially those who have previously been treated 
with d-amphetamine, may require a temporary 
initial dosage of two tablets three times a day. 
LEVONOR offers the lattitude necessary to adjust 
dosage to the needs of individual patients. 


available... 


in bottles of 100 tablets, each tablet containing 
5 mg. of 1-phenyl-2-aminopropane alginate. 


1. Se. Exhibit, A.M.A. Meeting, Dec. 2-6, 1957. 
2. Se. Exhibit, Mich. State Med. Meeting, Sept. 25-27, 1957. 
8. Gadek, R. J.: Report 912:1957. 

4. Sc. Exhibit, N. Y. State Med. Meeting, Feb. 18-21, 1957. 


NORDMARK Pharmaceutical Laboratories, Irvington, N. J. 
Patent Pending *Trademark 
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effectiveness cases 
constipation 
induced aggravated 
anticholinergic and 
ganglionic blocking 


*Gasster, M.: Med. Times, to be published. 
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Significant obins research discovery: 


A NEW SKELETAL 
MUSCLE RELAXANT 


RoBAXIN — synthesized in the Robins Research Laboratories, and 
intensively studied for five years— introduces to the physician an 
entirely new agent for effective and well-tolerated skeletal muscle 
relaxation. ROBAXIN is an entirely new chemical formulation, with 


outstanding clinical properties: 


@ Highly potent and long acting.** 

Relatively free of adverse side effects.'?***7 

® Does not reduce normal muscle strength or reflex activity 
in ordinary dosage.’ 

® Beneficial in 94.4% of cases with acute back pain 
due to muscle spasm.'"***” 


CLINICAL RESULTS 


DISEASE ENTITY 


Acute back pain due to 


(a) Muscle spasm secondary 
to sprain 


(b) Muscle spasm due to 
trauma 


(c) Muscle spasm due to 
nerve irritation 


(d) Muscle spasm secondary 


to discegenic disease 
and postoperative 
orthopedic procedures 


Miscellaneous (bursitis, 
torticollis, etc.) 
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SULTS 


Highly specific action 


RosaxIn is highly specific in its action on the 
internuncial neurons of the spinal cord — with 
inherently sustained repression of multisyn- 
aptic reflexes, but with no demonstrable effect 
on monosynaptic reflexes. It thus is useful in 
the control of skeletal muscle spasm, tremor and 
other manifestations of hyperactivity, as well 
as the pain incident to spasm, without impair- 
ing strength or normal neuromuscular function. 


(Methocarbamol Robins, U.S. Pat. No. 2770649) 


Beneficial in 94.4% of cases tested 


When tested in 72 patients with acute back 
pain involving muscle spasm, RoBAXIN in- 
duced marked relief in 59, moderate relief in 
6, and slight relief in 3 — or an over-all bene- 
ficial effect in 94.4%,1:*:457 No side effects 
occurred in 64 of the patients, and only slight 
side effects in 8. In studies of 129 patients, 
moderate or negligible side effects occurred 
in only 


Indications — Acute back pain associ- 
ated with: (a) muscle spasm secondary to 


WITH ROBAXIN IN ACUTE BACK PAIN'.3.4.¢.7 sprain; (b) muscle spasm due to trauma; 
(c) muscle spasm due to nerve irritation; 
NO. OF J DURATION RESPONSE (d) muscle spasm secondary to discogenic 
DOSE PER DAY (divided) SIDE EFFECTS 
CASES § TREATMENT marked mod. slight neg. disease and postoperative orthopedic 
procedures; and miscellaneous conditions, 
such as bursitis, fibrositis, torticollis, etc. 
18 2-42 days 3-6 Gm. 17 | 1 | O § O § None, 16 
Dizziness, 1 Dosage — Adults: Two tablets 4 times 
Slight nausea, 1 
daily to 3 tablets every 4 hours. Total daily 
13 1-42 days 2-6 Gm. 8 1 3 1 | None, 12 dosage: 4 to 9 Gm. in divided doses. 
Nervousness, 1 
Precautions — There are no specific con- 
traindications to Robaxin and untoward 
ta te reactions are not to be anticipated. Minor 
Giateamn? side effects such as lightheadedness, dizzi- 
lig ness, nausea may occur rarely in patients 
ness, 2 ne with unusual sensitivity to drugs, but dis- 
aed appear on reduction of dosage. When ther- 
6 {3-60 days 4-8 Gm. 6 [0 | © | O | None,6 apy is prolonged routine white blood cell 
*Relieved on counts should be made since some decrease 
s9 le 13 La — was noted in 3 patients out of a group of 
oes 72 who had received the drug for periods 


pending. 

A. M., Truitt, E. B., Jr., and Little, J. M.: American 
46.374, 1957. 6. Nachman, H. M.: Personal 
7. O’Doherty, D.: Publication pending. 
Little, J. M.: J. Pharm..& Exper. Therap. 119:161, 1957, 


8. Truitt, E. B, Jr, a A. H. ROBINS CO., INC., Richmond 20, Va. 


of 30 days or longer. 


1. Cntpenter, E. B.: Publication ponding. 2. Carter, 

ersonal comm tii Forsyth, H. F.: Publication 

4, Freund, = Pechonel comenanbeatinas, 5. Morgan, Supply — Robaxin Tablets, 0.5 Gm., in 
Pharm. — bottles of 50. 
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relaxes 


without 
well tolerated, relatively 


impairing 
nontoxic/no blood dyscrasias, liver toxicity, 
mental Parkinson-like syndrome or nasal stuffiness/ 


well suited for prolonged therapy 


Or phy sical ' Supplied: 400 mg. scored tablets, 200 mg. ‘Sugar-coated 


tablets. Usual dosage: One or two 400 mg. tablets t.i.d. 


efficiency For anxiety, tension and muscle 


co] spasm in everyday practice. 


Miltown 


tranquilizer with muscle-relaxant action 


2-methyl-2-m-propy!-1,3-propanediol dicarbamate 


THE ORIGINAL MEPROBAMATE 


DISCOVERED & INTRODUCED BY 


Was WALLACE LABORATORIES 


NEW BRUNSWICK, NEW JERSEY 


Journat A.O.A. 
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ve bacterial infections on only a of the 
most sulfonamides ...especially effective in genitourinary tract infeetiongdue to-sulfonamide- 
sensitive organisms + maximum convenience —one-tableba-day schedule minimizes possibility of; 
missed doses - rapid effect—therapeutic blood levels promptly attained « prolonged action—sus- 
tains effective blood and urine concentrations day and nighton 1 tablet daily sa0em tolerated —high 
solubility in acid urine and low dosage minimize possibility of ery stalluria, "=. 
Adult Dosage: Initial (first day)—2 tablets (1 Gm.) for mild-or modetate infections, or 4 tablets 2 Gai.) for severe 
infections, Maintenance 1 tablet (0.5 Gm.) daily, Children’s Dosage? According to weight, See literature for details 
of dosage and administration. Available: Quarter-seared tablets of bottles of 24 and 200, 
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A NEW, CORTICOSTEROID MOLECULE WITH GREATER ANTIALLERGIC, 
ANTIRHEUMATIC AND ANTI-INFLAMMATORY ACTIVITY 


for your patients with 
= BRONCHIAL ASTHMA, ALLERGIC DISORDERS 
ARTHRITIC DISORDERS DERMATOSES 


Initial dosage: 8 to 20 mg. daily. After 2 to 7 days 
gradually reduce to maintenance levels. 
et ae See package insert for specific dosages and precautions. 
1 mg. tablets, bottles of 50 and 500. 
4 mg. tablets, bottles of 30 and 100. 
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“MENACORT® IS A SQUIBB TRADEMARK 


16 Journat A.O.A. 
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This is a mark you have never seen before 


... but you will see it again and again 

because it is the new mark of Mead Johnson & Company. 

It is our new symbol of service in medicine. 

The flame symbolizes life, appropriately so 

because the business of Mead Johnson & Company 

is that of sustaining human life by serving the physician 

through the development of better nutritional and pharmaceutical 
products... The flame, too, is symbolic of the dedicated 
knowledge of the medical profession with which we have been 
identified for 50 years... The contrasting field in which 

the flame burns, the square, has attributes which we strive to 
make the disciplines of our Company—stability, exactitude, 
precision and absolute dependability. In these terms we keep 
faith with the medical profession . .. We hope you like our new mark, 
and that when you see it in our advertising, on our products and 
correspondence, on our laboratories and office buildings 

it will recall to you the spirit that animates all of 

our people and their activities. 


Mead Johnson 


Symbol of service in medicine 


255 
A 
Phi 
q 
q 
va ? 


This‘is the brightmark of servit@, 


Many physicians who have seen the new Mead Johnson mark 
have said they see in it the shape of an “‘S.”’ And they tell us this 
seems fitting, because they have long been aware of our 


Company’s record of service for which, they say, the letter “‘S” ) 


must stand ... This, of course, is deeply gratifying to us, for indeed 
it has been for 50 years the unflagging resolution of this Company f° 
to be a symbol of service in medicine at all times—through products 

developed out of research in the nutritional and pharmaceutical 

fields .. . products we conceive to be integral with all 

the other elements of a broad service philosophy 


geared to the needs of the medical world of today and tomorrow. 


Mead Johnson | 


Symbol of service in medicine 


Divisions: Nutritional and Pharmaceutical, Parenteral, Pablum Products and International * Mead Johnson & Company « Evansville 21, Indiana 
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in soluble tablets, too! 


Mead 
“Symbol of service in medicine — 


They taste delicious ...disso 


Tri-Vi-Sc 
3 basic vitamins 


drops « tablets 
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for easier vitamin protection 


of infants and children .. . 


you can now select 
both formulation and form 
from the ‘Vi-Sol’ Family 


The ‘Vi-Sol’ tablets give you a new, 
appealing dosage form for continuing 
vitamin protection of children as you 
“graduate” them from drops. 


‘Vi-Sol’ drops and tablets have delicious 
fruit-like flavors ... are easy to give, 
stable, and hypoallergenic. 


Now... when you prescribe Tri-Vi-Sol, 
Poly-Vi-Sol or Deca-Vi-Sol, be sure to 
specify form: drops or tablets. 

Drops available in bottles of 15, 30 and 
50 cc.; Tablets, in bottles of 24 and 100. 


3... dissolve readily in the mouth 


-Sol’ / Poly-Vi-Sol® / Deca-Vi-Sol* 


tamins 6 essential vitamins 10 significant vitamins 
tablets drops « tablets drops « tablets 


: 
aD 
. 


\ 


Mead Johnson 


Symbol of service in medicine 


You can select the appropriate 
instructions for mothers 

from the Mead Johnson 

family of printed services. 


e to save time for you 
e to supplement your directions 
e to give mothers added confidence 


“Your Baby’s Health Record”— 
booklet for distribution to mothers. Space 
provided for physician formula and feed- 
ing instructions and vitamin specifica- 
tions; also formula preparation instruc- 
tions (both terminal heating and aseptic 
method). When ordering, specify Dextri- 
Maltose or Lactum version. 


“Formula Products Wall Cards” — 
formula prescription blank and prepara- 
tion instructions and vitamin specifica- 
tions. Designed to hang in kitchen for 
convenient reference by mothers. When 
ordering, specify Lactum, Olac, or 
Dextri-Maltose. Preparation instructions 
cover both terminal heating and aseptic 
methods. 


“Prescription Sheets” — 
Formula—available for any Mead John- 
son product: include preparation specifi- 
cation. 

Vitamin—for infants and children, speci- 
fying individual ‘Vi-Sol’ drops or tablets 
(Tri-Vi-Sol, Poly-Vi-Sol, Deca-Vi-Sol) 
with area provided for additional phy- 
sician instructions. 


For further information on any of the 
Mead Johnson printed services, ask your 
Mead Johnson Representative or write 
to us, Evansville 21, Indiana. 
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your selection of formula 


classic milk-formula feedings a 


protein-generous feedings 


flexible feedings 


milk-sensitive infants 


protein-sensitive infants a 


nonspecific digestive disorders 


Printed services are at 
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infants 


formula feeding 
of milk-sensitive 


when you select 


Sobee 


Hypoallergenic soya formula 


“instant” powder / liquid 


you provide a hypoallergenic 
formula well tolerated in 
milk sensitivity. 


Eczema, colic and other symptoms 
of milk allergy are usually relieved 
promptly. The pleasant bland 
taste and ‘“milk-like’’ color are 
readily accepted. Sobee needs no 
added carbohydrate—only water 
—for well tolerated, growth-sup- 
porting feedings. 


The leaflet ‘‘How to Care for Your 
Allergic Baby”’ helps mothers fol- 
low your instructions on use of 
Sobee; it also contains suggestions 
for care of the skin and general 
care. Ask your Mead Johnson 
representative or write to us, 
Evansville 21, Indiana. 


Mead Johnson 


Symbol of service in medicine 
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GITALIGIN 
STANDARDS 


For Controlled 
Cardiac Therapy 


Unusually Wide Margin of Safety *-*— 
The average therapeutic dose of Gitaligin is 
only ¥% the toxic dose, thus providing 

a margin of safety approximately twice as 

great as any other glycoside currently available. 
—plus these important clinicopharmacologic 
advantages: 


Medium Rate of Dissipation— 
rate of excretion between rapidly excreted 
digoxin and slowly excreted leaf or digitoxin. 


Complete Absorption— 
rapid and complete from gastrointestinal tract. 


Uniform Potency— 
constant from batch to batch. 


Give all your patients with cardiac 
decompensation the unique benefits of the 
“wide safety margin” cardiotonic— 


_ (White's brand of amorphous gitalin) - 
FOR SAFE, SMOOTH, CONTROLLED CARDIAC THERAPY 


Vor. 57, Marcn 1958 


Supplied: 

Gitaligin 0.5 mg. tablets—bottles of 30 and 100, 
Gitaligin Injection Ampuls—2.5 mg. in § cc. sterile, 
LV. solution, 

Gitaligin Drops with special calibrated dropper. 


Simple dosage equivalents: 

It is easy to switch patients who are being maintained 
on other digitalis preparations to Gitaligin by sub- 
stituting the equivalent daily maintenance dose of 
Gitaligin listed below. 


0.5 mg. (1 tablet) of Gitaligin is approximately equiva- 
lent to 0.1 Gm. (1% gr.) digitalis leaf, 0.5 mg. digoxin 
or. 0.1 mg. digitoxin. 


Walker, 

mang, R.: Texag J, M. Batiernian, R. C.; 
DeGratt, A. C., and Rose, 0. A.: jon 5201 


| 
J 
= 
he 
4 
i 
1, Harris, R., and Del Giacco, R. R.: Am, Heart J, 82:300 (Aug.) 1956. 
17 


CH,OH 


OH\ OH OH 


Glucosamine... 
a physiologic 
absorption-enhancing 
agent 


In the search for the ideal 
antibiotic-enhancement agent, 
Pfizer had three requirements 

to fill: (1) the adjuvant had 

to produce significantly higher 
antibiotic blood levels, (2) it had 
to achieve these higher blood 
levels consistently from patient 
to patient, (3) the adjuvant itself 
had to be perfectly safe to use. 


Enhancement studies involving 
84 adjuvants (including 

sorbitol, citric acid, sodium 
hexametaphosphate, and other 
organic acids and chelating 
agents, as well as phosphate 
complex and other analogs), and 
30,000 blood level determinations 
revealed glucosamine as the 
enhancement agent of choice. 
Not only did glucosamine 
considerably increase antibiotic 
blood levels, but it produced these l|-t | t d 
higher blood levels more Nn CW we O era e 


consistently in crossover tests. 


And, importantly, glucosamine 
has no adverse effect in the ial 
human body. 


GLUCOSAMINE-POTENTIATED TETRACYCLINE 


Glucosamine is a normal 
physiologic metabolite that 

is found widely in the human 
body. Glucosamine does not 
irritate the gastrointestinal 
tract; it is sodium free and 
releases only four calories 

of energy per gram. Further, 
there is evidence that glucosamine 
may influence favorably the 
bacterial flora of the intestine. 


Journat A.O.A. 
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higher 
tetra-. 
cycline 

blood 


Three advantages of 
glucosamine-potentiated 
tetracycline, for 

your consideration 


physiologic advantages 
f glucosamine : 


metab 


g reater consistency. 
of higher tetracycline 


The most widely prescribed broad-spectrum antibiotic now 
potentiated with glucosamine, the enhancing agent of choice 


Capsules, 250 mg., 125 mg. 


Half strength (125 mg. capsule) for 
tong-term indications or pediatric use 


Pfi ZEN) Prizer LABORATORIES, Division, Chas. Pfizer & Co., Inc., Brooklyn 6, N.Y. 
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Therapeutic Nutrition in Chronic Disease 


and the Medically Acceptable 
Reducing Diet 


L. any medically acceptable reducing diet prescribed today, 
meat can serve as an important nutritional component. 

Curtailment of the daily calorie allowance must not deny 
the patient the protein, vitamins, and minerals required for 
good nutritional health. Fad diets which eliminate certain 
basic foods can hardly be considered medically acceptable. 

Calorie for calorie, no other commonly eaten food supplies 
the quality and quantity of protein which lean meat pro- 
vides. Its B vitamins and minerals are needed daily, regard- 
less of calorie restrictions. 

Even when coexistent pathological conditions require that 
the calorie-reduced diet be further limited to foods low in 
fiber or in sodium, meat fills the same important place in 
each day’s food allowance. The fat content of lean meat is 
relatively low, and meat can be prepared in various ways, 
as called for by almost every special diet. 

In any diet which must deviate from accustomed eating 
habits, the taste appeal of meat makes it easier for the patient 
to adhere to the restrictions imposed. 


The nutritional statements made in this advertisement 
have been reviewed by the Council on Foods and Nutri- 
tion of the American Medical Association and found 
consistent with current authoritative medical opinion. 


American Meat Institute 
Main Office, Chicago... Members Throughout the United States 


Journat A.O.A. 
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; guarante terility - pyrogenic 


MASEAL LABORATORIES PHARMASEAL 
Affiliate of DON BAXTER, INC. 


saves time - ends cleaning, ste ation, 


1. Sphincter of 
Boyden 

2. Sphincter of Oddi 
in Spasm 


BILIARY STASIS 
constipation — nausea — dyspepsia 
flatulence and eructation 


The primary function of the Cholan preparations is to induce hydrocholeretic 
action. The active ingredient is the pure oxidized bile acid, dehydrocholic acid, 
Maltbie. The Cholans increase the volume of low viscosity bile flow to flush out 
the biliary tract. In addition, there is a suitable Cholan dosage form to provide 
symptomatic and physiologic relief of biliary stasis, spasm or emotional factors that 
cause or complicate digestive disturbance, hepato-biliary dysfunction, constipa- 
tion of biliary origin, cholecystitis, cholangitis, or postoper.:tive treatment. 


Cholan DH® — hydrocholeretic 
action increases the flow and 
heightens the pressure of low 
viscosity bile for normal flush- 
ing of the biliary tract. In fact, 
Cholan DH will increase the 
volume of bile by 33% to 100%. 


Cholan V (hydrocholeretic- 
spasmolytic) — the volume and 
pressure of thin bile flow in 
the biliary tract is increased, 
and the V mg. of homatropine 
methylbromide relax the gall- 
bladder and biliary sphincters 
in severe and chronic spasm. 


Cholan HMB — a combination 
for the increased flow of thin 
bile, smooth muscle relaxation 
for the gallbladder and biliary 
sphincters, and mild sedation 
for patients with hepato-bili- 
ary dysfunction further com- 
plicated by emotional factors. 


Journat A.O.A. 
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NORMAL BILIARY FUNCTION 


Sphincter 
Muscles in 
Normal 
Relaxation 


Cholan 


hydrocholeretic — spasmolytic 


With Cholan therapy, the distressing symptoms of constipation, nausea, 
dyspepsia, flatulence and eructation disappear. Normal digestive func- 
tion is quickly restored. 

@helan DH®— dehydrocholic acid, Maltbie, 250 mg., a chemically pure oxidized bile 
acid. Dosage: 1 or 2 tablets t.i.d. after meals. Cholan V— dehydrocholic acid, Maltbie, 
250 mg., and 5 mg. homatropine methylbromide. Dosage: 1 or 2 tablets t.id. after 


meals. Cholan HMB -—dehydrocholic acid, Maltbie, 250 mg., 2.5 mg. homatropine 
methylbromide, and 8 mg. phenobarbital. Dosage: 1 or 2 tablets t.i.d. after meals. 


Supplied: Bottles of 100, 500 and 1,000 tablets. 


For a trial supply write to Professional Service Department 


Mattie) Maltbie Laboratories Division * Wallace & Tiernan Inc. Belleville 9, N. J. 


PCN-81 
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NOW...A NEW TREATMENT 


THE PROPHYLAXIS 
ANGINA PECTORIS 


‘Cardilate’ tablets ”_P shaped for easy retention 


in the buccal pouch 


“,.. the degree of increase in exercise tolerance which sublingual ery- 
throl tetranitrate permits, approximates that of nitroglycerin, amyl 
nitrite and octyl nitrite more closely than does any other of the approxi- 
mately 100 preparations tested to date in this laboratory.” 


“Furthermore, the duration of this beneficial action is prolonged suffi- 
ciently to make this method of treatment of practical clinical value.” 


Riseman, J. E. F., Altman, G. E., and Koretsky, S.: 
Nitroglycerin and Other Nitrites in the Treatment of 
Angina Pectoris, Circulation Jan.) 1958. 


*Cardilate’ brand Erythrol Tetranitrate SUBLINGUAL TABLETS, 15 mg. scored 


& BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 


Journat A.O.A. 
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the collateral 


The Achievement in Skin Diseases: Im a study of 26 patients with severe 
dermatoses, ARISTOCORT was proved to have potent anti-inflammatory and antipruritic properties, 


even at a dosage only % that of prednisone.'. . . Striking affinity for skin and tremendous potency in 


controlling skin disease, including 50 cases of psoriasis, of which over 60% were reported as 


markedly improved?... absence of serious side effects specifically 


The Achievement in Rheumatoid Arthritis: Impressive therapeutic effect 
in most cases of a group of 89 patients*...6 mg. of aristocortT corresponded in effect to 10 mg. of 


prednisone daily Cin addition, gastric ulcer which developed during prednisone therapy in 2 cases 


disappeared during aristocort therapy).* 


. Rein, C. R., Fleischmajer, R., and Rosenthal, A. L.: J. A. M. A. 


165:1821, (Dec. 7) 1957. 


. Shelley, W. B., and Pillsbury,.D. M.: Personal Communication. 
. Sherwood, A., and Cooke, R. A.: Personal Communication. 
. Freyberg, R. H., Berntsen, C. A., and Hellman, L.: Paper 


resented at International Congress on Rheumatic Diseases, Toronto, 
June 25, 1957. 


. Hartung, E. F.: Personal Communication. 

. Schwartz, E.: Personal Communication. 

. Sherwood, A., and Cooke, R. A.: J. Allergy 28:97, 1957. 

. Hellman, L., Zumoff, B., Kretshmer, N., and Kramer, B.: Paper 


presented at Nephrosis Conference, Bethesda, Md., Oct. 26, 1957. 


. Ibid.: Personal Communication. 

. Barach, A. L.: Personal Communication. 
. Segal, M. S.: Personal Communication. 

. Cooke, R. A.: Personal Communication. 
. Dubois, E. L.: Personal Communication. 


Journa A.O.A. 
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The Achievement in Respiratory Allergies: “Good to excellent” results 
in 29 of 30 patients with chronic intractable bronchial asthma at an average daily dosage of only 
7 mg.®.. . Average dosage of 6 mg. daily to control asthma and 2 to 6 mg. to control allergic rhinitis 
in a group of 42 patients, with an actual reduction of blood pressure in 12 of these.’ 


The Achievement in Other Conditions: Two failures, 4 partial remissions 
and 8 cases with complete disappearance of abnormal chemical findings lead to characterization 
of aristocorT as possibly the most desirable steroid to date in treatment of the nephrotic syn- 
drome.**. .. Prompt decrease in the cyanosis and dyspnea of pulmonary emphysema and fibrosis, 
with marked improvement in patients refractory to prednisone.'®44-1?. , , Favorable response 
reported for 25 of 28 cases of disseminated lupus erythematosus.** 


Triamcinolone LEDERLE 


-OH 


Depending on the acuteness and severity of the disease under therapy, the initial 
dosage of anistocort is usually from 8 to 20 mg. daily. When acute 
manifestations have subsided, maintenance dosage is arrived at gradually, 
usually by reducing the total daily dosage 2 mg. every 3 days until the smallest 
dosage has been reached which will suppress symptoms. 


Comparative studies of patients changed to artstocorT from prednisone 
indicate a dosage of aristocort lower by about % in rheumatoid arthritis, 

by % in allergic rhinitis and bronchial asthma, and by % to % in inflammatory 
and allergic skin diseases. With aRistocorT, no precautions are necessary 

in regard to dietary restriction of sodium or supplementation with potassium, 


ARIsTocoRT is available in 2 mg. scored tablets (pink), bottles of 30; 
and 4 mg. scored tablets (white), bottles of 30 and 100. 


QD 12 ERE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER NEW YORE 
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“‘You are old, Father William,’ the young man said, 
‘And your hair has become very white; 
And yet you incessantly stand on your head— 
Do you think at your age, it is right?’” 


ALICE’S ADVENTURES IN WONDERLAND ® orawina: TENNIEL, COURTESY GROSSET & DUNLAP 


VASTRAN is the easy way 


to dilate constricted intracranial vessels and increase circulation in olaer patients. 


WASTRAN helps relieve fatigue by Dosage: vasTRAN 1 tablet q.i.d. before meals. 


increasing intracranial circulation and im- ten 
proving cerebral nutrition, brings a com- , 
, jectable vastRaN: In acute or severe con- 
fortable sense of warmth and well-being. 
. healt ditions, start therapy with injectable 
VASTRAN relieves elderly patients’ cold hands 
. . VASTRAN AMP solution. Rapid vasodilation 
and feet through warming peripheral vaso- h 
g action of nicotinic aci age tae ‘ 
phoric acid, as an aid in restoration of normal 
WASTRAN also contains essential muscle function through increasing energy 
B-complex coenzyme factors and ascorbic stores at the biochemical level. vasTRAN 
acid to enhance cellular metabolism. AMP contains in each cc.: nicotinic acid (as 
sodium salt), 20 mg.; adenosine-5-mono- 
phosphoric acid (as sodium salt), 25 mg.; and 
vitamin Bz, 75 mcg. 


WASTRAN is versatile: Indicated in 
osteoarthritis, bursitis, myositis, fasciitis, 
tendinitis, peripheral neuritis, low back dis- 
orders and common strains. VASTRAN is also Note: vasTRAN tablets, for peripheral circu- 
beneficial in intermittent claudication, Ray- lation impairment, are not to be confused 
naud’s disease, Buerger’s disease, thrombo- with VASTRAN FoRTE capsules, for hyper- 
angiitis, chilblains and cold hands and feet. cholesteremia. 

Each vastraNn® tablet contains: nicotinic 

acid, 50 mg.; ascorbic acid, 100-mg.; ribo- 
flavin, 5 mg.; thiamine mononitrate, 10 mg.; *For your complimentary first edition port- 
pyridoxine hydrochloride, 1 mg.; cobalamin folio of 8 full-color “Alice” prints from the 
(vitamin Bz activity), 2 mcg.; calcium pan- famous Tenniel plates, 8%” x 11”, suitable 
tothenate, 5 mg. for framing (value $7.50), write to: 


WAM POLE 
Add Vastran to the LABORATORIES 


N 
over-all treatment of your i Proof Dept. 


aging patients. 35 Commerce Road, Stamford, Conn. 


Journat A.O.A. 
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even if your patient is a 


candy dancer? 


Low back syndaromes...sprains...strains 


he'll be on ‘the track 


FLEXI LON 


{railroad man’s term for track section hand 


(FLEXxIN® -++- TYLENOL®) 


rheumatic pains... 


FLEXILON gets them back on the job fast. 


| McNEIL 


Each tablet contains: 

FLEXIN® Zoxazolaminet . . . . . 125mg. 
The most effective oral skeletal 

muscle relaxant 

TYLENOL® Acetaminophen. . . . 300mg. 
The preferred analgesic for painful 
musculoskeletal disorders 

supplied: Tablets, enteric coated, orange, 
bottles of 50. 

+U.S. Patent Pending *Trade-Mark 


LABORATORIES, INC + PHILADELPHIA 32, PA. tssass 
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simplicity with sec 


Koromex: 


VAGINAL JELLY 


when the jelly-alone” method 
iS advised, NEW Koromex@> 


TRADEMARK 


the outstandingly competent 
spermatocidic agent... 


ig now available 
to physicians. 


 ACCEPTASLE 


AVAILABILITY, ANOTHER H-R “FIRST”. . . 

Large tube of Koromex® vaginal jelly, 125 grams, with 
patented measured dose applicator, is supplied in a 
washable, appealingly feminine zippered kit, at no extra 
charge, for home storage. 


The 125 gram tube of Koromex@ may also be bought 
separately at any time. 


urity 


WHEN JELLY ALONE 


ACTIVE INGREDIENTS: 

IN A SPECIAL BARRIER TYPE BASE 
2.0% 
Polyoxyethylenenonylphenol ..... 0.5% 
Phenylmercuric Acetate .......... 0.02% 
Factual literature sent v,on request. 


HOLLAND-RANTOS CO., INC. * 145 HUDSON STREET, NEW YORK 13, WN. Vo. 


Journat A.O.A. 
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FOR\PROMPT/ UTILIZATION 


AND BETTER STORAGE 


The only homogenized vitamins in solid form 


Homagenets are unusually palatable—and good taste is 
especially important. to your patients. Of more interest to 
the physician is the homogenization process. This presents 
both oil and water soluble vitamins in microscopic particles. 
Thus the vitamins in Homagenets are better absorbed and 
utilized—and stored longer.’ These are definite advantages 
to your patient. 


1. Lewis, J.M., et al.: J. Pediat. 31:496. 


Pleasant, candy-like flavor 
Better absorbed, better utilized 


- No regurgitation, no “fishy bu 
May be chewed, swallowed c 


Homiagenets are available in five formulas: Prenatal, 
Pediatric, Therapeutic, Geriatric and Aoral (brand of 
vitamin A). 


THE S. E. MASSENGILL COMPANY 


Bristol, Tennessee 


TURN THE PAGE 
for laboratory proof of 

the prompt dispersion 
of Homagenets 
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Longer storage in the body 
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VISUAL 
PROOF OF 
THE RAPID 


THE S. E. MASSENGILL COMPANY 


BRISTOL, TENNESSEE 
NEW YORK - KANSAS CITY - SAN FRANCISCO 
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Take second look... 


diagnose that price tag 


N the low-cost G-E PATRI- 

CIAN you'll find true econ- 
omy of purchase. Admittedly, 
there may be x-ray units with 
slightly lower price tags. But 
when you make comparative 
evaluations — component by 
component — the PATRICIAN 
is at the head of its class. Here's 
why: 


@ Totally new design — not a 
modified older version. 


@ Precisely counterbalanced flu- 
oroscopic screen that remains 
parallel to table at all times — 
no whip-lash usually found in 


cheaper counterpoised units. 
@ Full-length (81-inch) table 


— no clumsy extensions needed 
for tall patients. 


@ Independent tube stand — no 
table-mounted compromise. As- 
sures absolute freedom in posi- 
tioning tube to +. Sim- 
plifies radiographic positioning. 


@ Built-in quality and endur- 
ance? Yes! Both are always 
associated with G.E. X-Ray 

uipment. But look at a few 
other PATRICIAN features: 
200-ma, 100-kvp, full-wave 

wer... electronic timing... 
double-focus rotating-anode 
tube . . . automatic reciprocating 
Bucky . . . provision for adding 
a spot-film unit, 


X-RAY DEPARTMENT 
GENERAL ELECTRIC CO. 
Milwaukee 1, Wisconsin, Rm. R-31 _ 


(CO Please send me your 16-page PATRICIAN bulletin = 
(CD Facts about deferred payment 
C) MAXISERVICE® rental plan 


Progress /s Our Most Important Product Nome 
GENERAL@Q ELECTRIC | 


Check this low-cost way to multiply your pro- 
fessional efficiency with your G-E x-ray repre- 
sentative. Or use this handy coupon. 
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CAMP-ZIEMAN LYMPHEDEMA ARM SLEEVE 


affords excellent control of the swollen arm 
after radical mastectomy 


The Camp-Zieman Lymphedema Arm Sleeve pro- 
vides consistent control over the full length of 
the arm and helps relieve disfiguration, distress 
and disablement arising from edema following 
radical mastectomy. Made of kiddie elastic with 
transverse stretch, the Camp-Zieman arm sleeve 


adjusts easily to swelling needs, is simply applied 
and assists the patient to early mobilization with 
graded exercises. Adjustment lacer extends the 
full length of the arm on the inner side; shield 
under lacer protects the skin; the mitten being 
buttoned to the sleeve, is detachable and an ex- 
tra mitten is provided for laundering without 
interruption in treatment. Available in two 
lengths for either right or left arm. 


cAMP S. H. CAMP and COMPANY 


Jackson, Michigan 


Journat A.O.A. 
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INTRINSIC FACTOR CONCENTRATE WITH B,. 


FALVIN FEATURES AUTRINIC the new, highly active Intrinsic Factor Con- 


centrate that promotes intestinal absorption of Vitamin B.:, resulting in 
serum Bus levels significantly higher than those obtained with Intrinsic 
Factors now in common use or Vitamin B.z alone 


HIGHER SERUM B,, LEVELS FOR A BETTER PATTERN OF RESPONSE 
IN ANTI-ANEMIA THERAPY 


THERAPEUTIC for anemia due to deficiency of recognized hemopoietic elements 


SUPPORTIVE where anemia is associated with other pathology 


PROPHYLACTIC in marginal deficiency states which may predispose to clinically 
overt anemia 


Each capsule contains: 

Vitamin Biz with Autrinic* Intrinsic Factor Concentrate 

Ferrous Sulfate Exsiccated 

Folic Acid 

Dosage: Two Capsules Daily 


FALVIN WITH AUTRINIC—INTRINSICALLY BETTER IN ANEMIA 


*Reg. U.S. Pat Off. 


t Leterte) LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, N. Y. 
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in every 
arthritic state 


Consistent Gains in Functional Capacity 
Can Be Achieved with Conservative Therapy 


The unemployable arthritic once again 
may undertake full employment and 
normal recreation. Patients once confined 
to the home or wheel chair often find it 
possible to engage in light work. And even 
bedridden patients can walk with comfort 


again. These are the benefits of conservative 
therapy as demonstrated in long-term 
studies.'?* In fact, in these four-year 
comparative studies of salicylate and 
cortisone, the corticoid showed no 
superiority over conservative therapy. 


Superior Conservative Therapy Provided by Buffered Pabirin 


Buffered Pabirin epitomizes modern, 
conservative therapy without the serious 
complications of corticoid therapy. Adrenal 
atrophy, peptic ulcers, moon-face, hyper- 
tension or psychotic reactions, a constant 
risk whenever corticoids are used,*’ will 


not occur with Buffered Pabirin. Month 
after month, Buffered Pabirin can be 
administered with a minimum of problems 
to patient and physician,and without the 
side effects common to the use of 
salicylates alone. 


Journat A.O.A. 


Buffered Pabirin combines new form and formulation 
for faster pain relief, improved gastric tolerance 


Each tablet of Buffered Pabirin consists of an outer 
layer containing a buffer (aluminum hydroxide), para- 
aminobenzoic acid and ascorbic acid; an inner core of 
aspirin. The outer layer quickly releases aluminum 
hydroxide which affords superior buffering action and 
protects against gastric irritation. The core of Buffered 
Pabirin then disintegrates rapidly, permitting fast 
absorption of acetylsalicylic acid. PABA potentiates the 
acetylsalicylic acid and creates high salicylate blood 
levels. Ascorbic acid counteracts vitamin C depletion. 


The new form and formulation of Buffered Pabirin 
provides high and sustained salicylate blood levels. It 
may be administered over long periods of time without 
the nausea, dyspepsia or other gastrointestinal symp- 
toms so frequently experienced with salicylates alone. 


in osteoarthritis, gouty arthritis, rheumatoid arthritis, 
bursitis, fibrositis, or tendinitis 


Buffered Pabi [ 


Each tablet contains: 

Acetylsalicylic acid (5 gr.).......... 300 mg. 
Para-aminobenzoic acid (5 gr.)...... 300 mg. 
Dried aluminum hydroxide gel. ..... 100 mg. 


All Buffered Pabirin is sodium and potassium free 
Dosage: Two or three tablets 3—4 times daily. 


References: 1. Report of Joint Committee, Medical Research 
Council & Nuffield Foundation, Treatment of Rheumatoid Arthritis, 
British Medical Journal (May 29) 1223-1227, 1954. 2. ibid. (April 13) 
847-850, 1957. 3. Hart, D.; Bagnall, A. W.; Bunim, J. J., and 
Polley, F. H.: Ninth International Congress on Rheumatic Diseases, 
Toronto, Ont. (June 25) 1957. 4. Lewis, L., ef al.: Ann. Int. Med. 
39:116, 1953. 5. Demartini, F., et al.: J.A.M.A. 158:1505, 1955. 
6. Segaloff, A.: Ann. Allergy 12:565, 1954. 7. Kern, R. A.: Am. J. 
M. Sc. 233:430, 1957. 


Photographs show 2-stage Tandem 
Release disintegration 


SMITH-DORSEY : a division of The Wander Company * Lincoln, Nebraska 
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Protein... of excellent quality 


Energy ... readily available 


B vitamins. .. high in proportion 
to calories 


Minerals. .. especially iron and 
calcium 


integral, compatible in most all diets 
in health and disease...regardless 
of dietary adjustment needed. Its 


fat content is minimal. 


AMERICAN BAKERS ASSOCIATION 
20 North Wacker Drive ° Chicago 64, Illinois 


Journat A.O.A, 
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first thought for high bp. 


Pitas shows actual response to Serpasil 
in a patient with benign essential hypertension (data on request). 
Consider Serpasil® (reserpine CIBA) (1) alone to lower blood 
pressure gradually and safely in most cases of mild to moderate 
hypertension; (2) as a primer in severe hypertension before more 
potent drugs are introduced; (3) as a background agent in all 
grades of hypertension to permit lower dosage and thus minimize 
side effects of other antihypertensives. CIBA 
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there’s pain and 
inflammation here... 
it could be mild 

or severe, acute 

or chronic, primary 
or secondary 
fibrositis—or even 
early rheumatoid 
arthritis 


more potent and 
comprehensive 
treatment than 
salicylate alone 


. assured anti-inflammatory 


effect of low-dosage 
corticosteroid’ 


. additive antirheumatic 


action of corticosteroid 
plus salicylate?~* brings 
rapid pain relief; aids 

restoration of function. 


. wide range of application 


including the entire 
fibrositis syndrome 
as well as early or mild 
rheumatoid arthritis 


more manageable 
corticosteroid dosage 


. much less likelihood. 


of treatment-interrupting 
side effects'’* 


. simple, flexible 


dosage schedule 


Bx 
! 


in any case 
it calls for 


orticoid-salicylate compound 
Composition 


Acute conditions: Two or three 


tablets four times daily. After METICORTEN® (prednisone) . 
desired response is obtained, Acetylsalicylic acid 
gradually reduce daily dosage Aluminum 75 mg. 

Ascorbic acid 


Packaging: Sicmacen Tablets, bottles of 100 and 1000. 
References: 1. Spies, T. D., et al.: J.A.M.A. 159:645, 
1955. 2. Spies, T. D., et al.: Postgrad. Med. 17:1, 1955. 
3. Gelli, G., and Delia Santa, L.: Minerva Pediat. 
7:1456, 1955. 4. Guerra, F.: Fed. Proc. 12:326, 1953. 
5. Busse, E. A.: Clin. Med. 2:1105,- 1955. 6. Sticker, 
R. B.: Panel Discussion, Ohio State M. J. 52:1037, 1956. 


and then discontinue. 
Subacute or chronic conditions: 
Initially as above. When satisfactory 
control is obtained, gradually reduce 
the daily dosage to minimum 
effective maintenance level. For best 
results administer after meals and 
at bedtime. 

Precautions: Because SIGMAGEN 
contains prednisone, the 
same precautions and 
contraindications observed 
with this steroid apply also 
to the use of SIGMAGEN. 


SCHERING CORPORATION + BLOOMFIELD, N. J. 
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when prescribing 


a diaphragm 


new—woven plastic— 


Ortho Kit 
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j 
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AjAOrtho 


Relieves 
Muscle 


In Parkinsonism 


Highly selective action...energiz- 
ing against weakness, fatigue, 
adynamia and akinesia... potent 
against sialorrhea, diaphoresis, 
oculogyria and blepharospasm... 
lessens rigidity and tremor... 
alleviates depression...safe... 
even in glaucoma. 


“Trademark of Brocades- 


Stheeman & Pharmacia, 
U.S. Patent No. 2,567,351. Other patents pending. R; 
ker LOS ANGELES 


Voi. 57, Marcu 1958 


‘K ACHE 


and other 
musculoskeletal 
disorders 


Relieves Spasm, Pain, and Depression too 


In muscle spasm due to sprains, strains, herniated 
intervertebral disc, fibrositis, noninflammatory arthritic 
states and many other musculoskeletal disorders, the 
first demand is for relief. Disipal fills this need. It is 
quickly effective in skeletal muscle spasm almost re- 
gardless of origin. Its mood-alleviating effect braces 
the patient against the depression so often accompany- 
ing severe pain of any type. 
Dosage: 1 tablet (50 mg.) t.i.d. 
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easier 
antipyretic—analgesic 
relief 


you help her recover more easily 
when you prescribe 


Tempra 


Acetaminophen, Mead Johnson 


drops /syrup 


Tempra is the first physician-controlled 
antipyretic—analgesic in two liquid dosage 
forms—wild-cherry-flavored Drops and 
mint-flavored Syrup. Both are readily 
accepted, well tolerated and easy for the 
mother to give, without forcing or fussing. 


Since Tempra is on Rx only, you have 


better control of medication and dosage... 
parents have added confidence. 


For detailed brochure on Tempra—you are 
cordially invited to ask your Mead Johnson 
Representative or write us, Evansville 21, Indiana. 


Mead Johnson 
Symbol of service in medicine 


| 


ATARAX 


in any 
hyperemotive 
state 
for childhood behavior disorders 
10 mg. tablets—3-6 years, one tab- 
let t.i.d.; over 6 years, two tablets 


t.id, Syrup~3-6 years, one tsp. 
tid. over 6 years, two tsp. t.i.d. 


for adult tension and anxiety 


25 mg. tablets—one tablet q.i.d. 


Syrup—one tbsp. q.i.d. 
for severe emotional disturbarices 
100 mg. tablets—one tablet t.i.d. 


for adult psychiatric and emotional 
emergencies 
Parenteral Solution—25-50 meg. 
(1-2 cc.) Intramuscularly, 3-4 
times daily, at 4-hour intervals. 
Dosage for children under 12 not 
established. 
Supplied: Tablets, bottles of 100. Syrup, 
pint bottles. Parenteral Solution, 10 cc. 
multiple-dose vials. 


The psychological needs of the elderly confront physicians with one of their most 
perplexing problems. Perhaps no other patient group suffers so much from emo- 
tional distress. Yet, precisely because of their age, geriatric patients often seem 
beyond the reach of tranquilizing treatment. 


When tranquilization seems risky... 


They are too much beset by complicating chronic ailments, too susceptible to 
serious side effects. Ataraxia is clearly indicated, yet the doctor cannot risk side 
reactions on liver, blood or nervous system. 


Is there an answer to this dilemma? 


We feel there is. In four recent papers investigators have reported good results with 
ATARAX in patients up to 90 years of age.* In one study, improvement was “pro- 
nounced” in 76%, “good” in an additional 18.5%.* ATARAX has been successfully 
used in such cases as senile anxiety, agitation, hyperemotivity and persecution 
complex.* On ATARAX, patients became “. . . quieter and more manageable. They 
slept better and demonstrated improved relations with other patients and hospital 
personnel. Even their personal hygiene improved, and they required less super- 
visory management.”’* 


. . » ATARAX is safe 


Yet even in the aged, ATARAX has given “no evidence of toxicity. . . . Complete liver 
function tests and blood studies were made on all patients after two months of 
therapy. . . . There were no significant abnormalities.”* With still other elderly 
patients “tolerance to the drug was excellent, even in cases where the patients 
were given relatively high doses.”* Similarly, no parkinsonian effects have been ob- 
served on ATARAX therapy. 


Nor does ATARAX make your patients want to sleep all day. Instead, they can better 
take care of themselves, because ATARAX leaves them both calm and alert. In sum, 
ATARAX “. ... does not impair psychic function and has a minimum of side effects. 
... It appears that ATARAX is a safe drug... .”* 


These, undoubtedly, are the results you want when emotional problems beset your 
geriatric patients. For the next four weeks, won't you prescribe tiny ATARAX tablets 
or pleasant-tasting ATARAX syrup — both so readily acceptable to the elderly. 


*Documentation on request 


ATARAX’ 


(BRAND OF HYDROXYZINE) 


Medical Director 


New York 17, New York 
Division, Chas. Pfizer & Co., Inc. 
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“A BACTERIOSTATIC BATH’* 


Controls Oropharyngeal Infections 
and Relieves Discomfort Quickly 


Chewing ORABIOTIC releases a soothing flow of saliva laden with two locally 
potent and complementary antibiotics—neomycin and gramicidin—plus a 
topical analgesic, propesin, which is more effective than benzocaine. 


NON-SENSITIZING AND NON-IRRITATING. 


NEW ANTIBIOTIC-ANALGESIC CHEWING TROCHES 
(es = for topical treatment or prophylaxis 


For the relief of postoperative discomfort and the prevention of sec- 
ondary hemorrhage following tonsillectomy. Valuable also as a topical 


adjunct to systemic treatment of bacterial infections of the mouth 
and throat. 


EACH TROCHE CONTAINING: neomycin 8.5 mg., gramicidin 0.25 mg., 
and propesin 2.0 mg. 


IN PACKAGES OF 20. One troche chewed for 10-15 min. q. 4h, 


WHITE LABORATORIES, INC., KENILWORTH, N. J. 


*Granberry, C., and Beatrous, W. P.: The Effect of an Antibiotic Chewing Troehe 
on Post-Tonsillectomy Morbidity, E. E. N. T. Monthly (May) 1957. 
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Now...free Angina! 


On continuing Choledy] therapy, many angina 
victims are helped toward a more natural, more 
enjoyable way of life. 200 mg. q.i.d., can decrease 
the number and severity of attacks...improve the 
heart’s utilization of oxygen . . . reduce the need 
for nitroglycerin. Choledyl is the theophylline salt 
of choline — well tolerated orally and easily 
absorbed. Nepera Laboratories, Morris Plains, N. J. 


BRAND OF OXTRIPHYLLINE 


to prevent anginal attacks \“ “ee a 
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oaly fer protection 


as the vaginal menstrual guard of choice... 


ut also for professional use 


to retain vaginal and cervical medications 
after treatment and between office visits. 


to protect against seepage after cervical 
biopsy or cauterization. 


to absorb discharges or abnormal secretions. 


Three Absorbencies— REGULAR, SuPER, JUNIOR— 
for varying requirements. 


Made of pure surgical absorbent cotton — readily 
available and economical. 


COMFORTABLE * CONVENIENT * SAFE 


AOA—38 


D, INCORPORATED + PALMER, MASS. 
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tetracycline absorption, 
er serum levels 


and more certain 


control of infection... 


‘that tetracycline phosphate complex would be 
more effective [than tetracycline HC!] in treat- 
ing infections due to susceptible organisms.’ 


ha 
: In view of its higher blood levels... 


+ 


Typical comments from clinical investigators 


“The advantages of higher blood and tissue levels of tetracycline in 
combating infections with susceptible bacteria are significant.”' 


“All patients with infections caused by tetracycline-sensitive or- 
ganisms responded satisfactorily to tetracycline phosphate com- 
plex therapy.”° 


“The increased serum levels obtained with it [tetracycline phos- 


2996 


phate complex] may be considered a ‘safety factor’. 
“Tt effectively controlled the pyogenic component .. .”° 


“Side effects were infrequent and mild .. .”* 


THE ORIGINAL TETRACYCLINE PHOSPHATE COMPLEX 


very tetracycline ne 
3 
i 
4 
: 


Faster, higher tetracycline serum levels 
for more certain control of infection."*°7""*" 


Significant serum levels for 24 hours on a single 
dose of Tetrex Intramuscular (250 mg.)”” 


A single, pure antibiotic (not a mixture.) 


1,6,8,11 


B.i.d. or q.i.d. dosage equally effective orally. 


11,6 


Clinically “sodium-free. 


A dosage form for every tetracycline need. 


References: 1, Cronk, G. A., Naumann, D. E., and Casson, K.: Fifth 
Annual wey on Antibiotics, Washington, D. C., Oct. 2-4, nt 
2. Dube, A. H.: Ibid. 3. Portney, B., Draper, T., and Wehrle, P. F.: 
Ibid. 4, Shidlovsky, B. yt Prigot, A., vow A. de L., Felix, A. J., 
and Hjelt-Harvey, I.: Ibid. 5. Cronk, G. and Naumann, D. E:: 
Ant. Med. & Clin. Ther. 4: 166, 1957. 6. 5 A., Shidlovsky, B. A., 
and Felix, A. J.: Ibid. 4:487, 1957. 7. Pulaski, E. J., and Isokane, R. K.: 
Ibid. 4:408, 1957. 8. Putnam, L. E.: Ibid. 4: :470. 1957. 9. Rein, C. R.,: 
and Fleischmajer, R.: Ibid. 4:422, 1957. 10. Welch; H., Lewis, C. N., 
Staffa, A. W., and Wright, W. W.: Ibid. 4:215, 1957. 11. ” Pulaski, E. E..3.2 
Practitioner 179: 465, 1957. 
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..an improvement and ultimate replacement 


b.i.d. provide 


safe, effective, 
ving therapy 
acute bronchitis, 
pharyngitis, 
sinusitis, 
septic sore throat, eg 
whooping cough. 
ritis, 

pyelitis, 
cystitis, 
prostatitis, 
urethritis. 

Five groups of investigators who administered TETREX to “ hectiiienand 

996 patients with a wide variety of infections reported e amebic dysentery, 

llent therapeutic results, with kably low inci . ae 

excellent therapeutic results, with a remarkably low inci- gastroenteritis. 

dence of side effects.'***° As one group reported: “All 2 | 

patients infected with tetracycline-sensitive organisms re- oe 

sponded satisfactorily to therapy.”’ In only 8 patients 4 iS 

(0.8% ) of the 996 were side effects such as to require S furunculosis, 

discontinuance of therapy. dermatoses, 

As the need arises — a suitable dosage form: Tetrex Capsules 

(250 mg.), Tetrex Pediatric Capsules (100 mg.), Tetrex Intra- | 

muscular (250 mg.) with Xylocaine*, Tetrex Intramuscular (100 < typhus fever, 

mg.) with Xylocaine*, Tetrex-APC with Bristamin. Rocky Mountain 

spotted fever, 
Also Available: Tetrex Syrup and Tetrex Pediatric Drops (tetracy 
cline syrup, phosphate buffered.) j venereum, 
*® of Astra Pharm. Prod. Inc. for lidocaine. } psittacosis. 


Bristol LABORATORIES ING., Syracuse, N. Y. of 


tract; deliveries in un- 
sterile fields. 


4 
e tet n rochloride.” 
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hibits the allergic response 


A single short course of injections—1 ml. 
daily for 6-8 days—provides prompt re- 
lief which persists for months in most pa- 
tients, and can be maintained by 
occasional booster doses, 

Anergex therapy suppresses allergic 
manifestations, regardless of the offend- 
ing allergen, thus eliminating skin tests, 
special diets, and long drawn-out desen- 
sitization procedures, 

Over 500 documentated case re- 
ports'?.3-4 show that Anergex provided 
marked improvement or complete relief in 
over 60 per cent. 


Anergex is effective in: Seasonal rhinitis (rose fever, 
hay fever); nonseasonal rhinitis (dust, dander, molds, 
foods); allergic asthma; asthmatic bronchitis and 
eczema in children; food sensitivities. 

Available: Multiple-dose vials containing 8 ml.—one 
overage treatment course. 


1, Clin, Med, 2:1009, 1955, 

2, Amer, Pract. & Digest Treat, 9:1447, 1956, 
3. Clin. Med, 3:1059, 1956. 

4, Unpublished dota, 


* Reg, U.S, Pat, Off. 
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(FLEET)® 


PHOSPHO-SODA 


(FLEET)® 


Phospho-Soda (Fleet) is recognized as an effective laxative 


in the treatment of long term constipation or occasional costive 


distress . . . and as an intestinal cleansing 


agent prior to examination or surgery. Each 


100 cc. contains 48 Gm. Sodium Biphosphate 
and 16 Gm. Sodium Phosphate. 


Cc. B. FLEET Co., iNC. 
Lynchburg, Virginia 


also makers of 


FLEET°ENEMA Disposable Unit 
OIL RETENTION ENEMA (LEED® 


Journat A.O.A. 
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1-27 Laclede 


Louis 8, Mo. 
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Agonizing headaches caused by sinus congestion can often 
be relieved by use of Iodo-Niacin to promote drainage and 
aeration. 


We constantly receive letters from physicians who report 
excellent results from palliative treatment with Iodo-Niacin. 


lodo-Niacin* tablets contain potassium iodide 135 mg. 
(2% gr.) and niacinamide hydroiodide 25 mg. (% gr.), 
slosol coated pink. Average dose, 2 tablets three times a day. 
Iodo-Niacin is also supplied in ampuls for 
emergency intramuscular or intravenous use. 


Published reports** show that Iodo-Niacin 


may be administered in full dosage for a year 
or longer without any hazard of iodism. 


*U.S. PATENT PENDING 


**Am. J. Digest. Dis. 22:5, 1955 


Write for professional samples and literature 


Cole Chemical Company AOS-3 
3721-27 Laclede Ave., St. Louis 8, Mo. 


Gentlemen: Please send me professional literature and samples of 10D0-NIACIN. 
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debilitated 


elderly 


diabetics 


infants, especially prematures 


those on corticoids 


those who developed moniliasis on previous 
broad-spectrum therapy 


those on prolonged and/or 
high antibiotic dosage 


women—especially if pregnant or diabetic 


the best broad-spectrum antibiotic to use is 


MYSTECLIN-V 


Squibb Tetracycline Phosphate Complex (Sumycin) and Nystatin (Mycostatin) Sumycin plus Mycostatin 


for practical purposes, Mysteclin-V is sodium-free 


for “built-in” safety, Mysteclin-V combines: 


1. Tetracycline phosphate complex (Sumycin) for superior 
initial tetracycline blood levels, assuring fast transport of 
adequate tetracycline to the infection site. 


2. Mycostatin—the first safe antifungal antibiotic—for its 
specific antimonilial activity. Mycostatin protects 

many patients (see above) who are particularly prone to monilial 
complications when on broad-spectrum therapy. 


MYSTECLIN-V PREVENTS MONILIAL OVERGROWTH 


Capsules (250 mg./250,000 u.), bottles 
of 16 and 100. Half-Strength Capsules 
and 100. Suspension (125 mg./125,000 L YCOSTATIN 
u.), 2 oz. bottles. Pediatric Drops (100 After seven days After seven days 
mg./100,000 u.), 10 cc. dropper bottles. Before therapy of therapy Before therapy of therapy 
SQUIBB Monilial overgrowth (rectal swab) © None @ Scanty @ Heavy 
Childs, A. J.: British M. J. 1:660 1956. 
*MYSTECLIN,'® “MYCOSTATIN’,® AND ‘“SUMYCIN’ ARE SQUIBB 


52 Journat A.O.A, 


INFECTIONS 
| bid 


Systemic Anti-inflammatory 
For the First Time a Truly Aqueous Solution in a ONE-VIAL Preparation 


CHYMAR Aqueous is crystallized chymotrypsin in sodium chloride injection 
for intramuscular administration. 


Uses: As a systemic anti-inflammatory and anti-edematous agent for thera- 
peutic and prophylactic purposes. As an adjunctive with antibiotics in the 
treatment of infected wounds and in the prophylaxis of lesions prone to infection. 


Advantages of CHYMAR Aqueous 

The only one-vial aqueous solution of this systemic anti-inflammatory agent 
in pure, crystallized state. Available in a non-allergenic vehicle . . . Painless on 
injection . . . Injectable to last drop through small-gauge needle because it does 


not adhere to vial or syringe wall. 


Supplied: Crystallized chymotrypsin in sodium chloride injection for intramuscular 
use. In 5 cc. multiple dose vials. Each cc. contains 5000 Armour Units. Also available 


Chymar in oil in 5 cc. multiple dose vials. 


1. Bump on head with laceration 2. Big bruise of buttocks 3. Hemorrhoidectomy 
4. Fracture of forearm 5. Breast biopsy 6. Bursitis of elbow 7. Hernia repair 8. Ankle 
sprain 9. Phlebitis 10. Episiotomy 


THE ARMOUR LABORATORIES 
A DIVISION OF ARMOUR AND COMPANY + KANKAKEE, ILLINOIS 


@ (4) | 
(INS. Cy bovalonies 
Vor. 57, Marcu 1958 53 


“PROOF IN PRACTICE” 


a study of 12,880 
hypertensive patients 


No. of Patients Results Percent 
3,929 excellent 30.5% 
6,393 good 49.6% 
1,535 fair 11.9% 

596 unsatisfactory 4.6% 
427 side effects 3.3% 


UNITENSEN UNITENSEN-R’ 


Each Unitensen tablet contains 
cryptenamine (tannates) 2.0 mg. 


Clinical supplies available upon request, 


Irwin, Neisler & Co. ° Decatur, Illinois 


The tabulations at the left are from the 
recently completed study on cryptena- 
mine (Unitensen) in which 12,880 patients 
and 1,384 physicians participated. Evalu- 
ation of the drug was based on experience 
in everyday private practice. 


A summary of the “proof in practice” 
study is available upon request from the 
Medical Director of Irwin, Neisler & Co. 


Each Unitensen-R tablet contains 
cryptenamine (tannates) 1.0 mg., Reserpine 0.1mg. 
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RIASOL 


FOR RESULTS 
IN 


PSORIASIS 


As of 1958 RIASOL* has an enequaled rec- 


ord of results in the treatment of psoriasis: 


REMOVAL OF SCALES 
FADING OF ERYTHEMA 


RELIEVES ITCHING 


BENEFIT 


© Benefit in 97% of cases. 

® Relief of itching in 94%. 

© Removal of scales in 91%. 
® Fading of erythema in 82%. 


® Adverse effects, none. 


UNIQUE FORMULA: Mercury 0.45% is 
chemically combined with soaps for greater pene- 
tration. Phenol 0.5% is antipruritic. Cresol 0.75% 
removes scales. Patients appreciate the washable, 
non-staining, odorless vehicle. 


USE: Once daily as a thin film applied to the 
skin patches, after a mild soap bath and thorough 
drying. Invisible, economical, convenient. No 
bandages needed. Adjust to patient’s progress after 
one week. 


RIASOL is readily available at all pharmacies 
in 4 and 8 fid. oz. bottles, or it can be supplied di- 
rect. Ethically promoted. 


*T. M. Reg. U. S. Pat. Off. 


* 


After Use of Riasol 


Test RIASOL Yourself 


May we send you professional literature and generous clinical package 
of RIASOL. No obligation. “ , 
rite 


SHIELD LABORATORIES 


Dept. JAOA-358 12850 Mansfield Avenue Detroit 27, Michigan 


90% 
ss 
Before Use of Riasol 
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effective 
FIXATION 


Anatomically correct . . . therapeutically 
sound . . . these principles are designed in, and 
built in, each Truform appliance. 


Effective support or effective fixation .. . 
this you can depend on when you prescribe 
“Truform.” Your patient benefits from the most 
careful selection and skillful fitting because . . . 


@ TRUFORM Anatomical 
Supports are available 
only from the Ethical 
Appliance Dealer 


Very rigid support and truly ef- 
fective fixation of the lower 

spine is assured by the high 
solid back . . . well-boned 
and with removable semi- 

rigid stays in casings. 
Sacro-Lumbar Support 
Model 1165-HS, compar- 
able model for men 
441-HS, 


CORRECTIVE BELTS 
AND SUPPORTS 


SURGICAL AND 
POST-OPERATIVE SUPPORTS 


THERAPEUTIC 
HOSE 


BACK SUPPORTS 


Many other types... in 
many models ... write 
for your copy of 
“The Red Book.” 


anatomical supports 


3960 ROSSLYN DRIVE, CINCINNATI 9, OHIO 
BRANCHES: New York and San Francisco 
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ESTABLISHED EFFICACY 


COMBATS MOST CLINICALLY IMPORTANT PATHOGENS 


IN VITRO SENSITIVITY OF MIXED PATHOGENS TO CHLOROMYCETIN 
AND 4 OTHER WIDELY USED ANTIBIOTICS* 


ANTIBIOTIC A 76% 


ANTIBIOTIC B 62% 


ANTIBIOTIC C 56% 


ANTIBIOTIC D 53% 


0 20 40 60 80 100 


* Adapted from Ditmore, D. C., & Lind, H. E.: Am. J. Gastroenterol. 28:378, 1957. Organisms tested 
were isolated from stools of 48 patients. 


CHLOROMYCETIN (chloramphenicol, Parke-Davis) is a potent therapeutic agent 
and, because certain blood dyscrasias have been associated with its administration, ; 
it should not be used indiscriminately or for minor infections. 
Furthermore, as with certain other drugs, adequate blood studies should be made 
when the patient requires prolonged or intermittent therapy. 


: IP): PARKE, DAVIS & COMPANY - DETROIT 32, MICHIGAN 
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NEW BOOK 


Pollack—Tumor Surgery of the Head and Neck 


y ROBERT S. POLLACK, M.D., F.A.C.S. 


Clinical Instructor in Surgery, Stanford University School of Medicine; Clinical Instructor 


This common-sense approach to a difficult sub- 
ject bridges the gap between general, plastic, 
ear, nose and throat, and oral surgery, and the 
allied field of radiation therapy. Completely 
clinical throughout, the text covers an area 
which borders on all of these specialties but 
which emphasizes none. It can truly be con- 
sidered the art of head and neck surgery. 
Dr. Pollack clarifies diagnostic problems en- 
countered in practice and follows with specific 
surgical technic, in which the author details his 
reasons for the recommendations made. 


New. 101 Pages, 7” x 10”. 


Washington Square 


112 Illustrations on 49 Figures. 


LEA & FEBIGER 


in Surgery (Oncology), University of California School of on San Francisco 


Each operative procedure of head and neck 
tumors is accompanied by a detailed discussion 
of indications. This is followed by the clearly 
presented methods of technic supplemented 
with a virtual atlas of step-by-step illustrations 
showing precisely what to do and how to do it. 
Osteopathic surgeons, surgical residents, eye, 
ear, nose and throat men, plastic and oral sur- 
geons, and therapeutic radiologists will find this 
new book an excellent guide to the important 
steps and operations available in treating tu- 
mors of the head and neck. 


$5.00 


Philadelphia 6, Pa. 


when anxiety and tension “erupts” in the G. I. tract... 


in spastic 


Combines Meprobamate (400 mg.) the most widely prescribed tranquilizer. . 


and irritable colon 


PATHIBAMATE 


Meprobamate with PATHILON® Lederle 


. helps control the 


“emotional overlay” of spastic and irritable colon—without fear of barbiturate loginess, hangover or 


habituation .. 


.with PATHILON (25 mg.) the anticholinergic noted for its extremely low toxicity 


and high effectiveness in the treatment of many G.I. disorders. 


Dosage: 1 tablet t.i.d. at mealtime. 2 tablets at bedtime. 


*Trademark 


Supplied: Bottles of 100, 1,000. 


® Registered Trademark for Tridihexethy! lodide Lederle 
LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, NEW YORK 
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rarely sensitizes 


ANTIBIOTIC OINTMENT 


proved in clinical practice for | 


dermatologic and ophthalmic infections | 


w “We have had excellent therapeutic success and an ex- 
tremely low incidence of sensitization with its use.”! 


extremely valuable in cleaning up residual infection 
and stimulating granulation in all types of gangrenous 
ulcers.” 


“Results are generally quick and excellent, especially in 
primary diseases. In secondarily infected dermatitis, the 
antibiotic clears the infection, but it obviously does not 
cure primary conditions such as acne or eczema.”* 


Available sizes: Tubes of 4 oz. with applicator tip, % oz. with ophthalmic tip, and 1 oz. 


‘NEOSPORIN’..... ANTIBIOTIC OPHTHALMIC SOLUTION 


Polymyxin B-Gramicidin-Neomycin 


Bottles of 10 cc. with sterile dropper 
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Complaints: multiple 


Sensations: vague 


Many patients who present mul- 


tiple and vague complaints that 


are part of no defined syndrome 


or disorder respond extremely 


well to “Compazine’ therapy. 


A typical case is the one de- 


scribed below: 


Female, 27, anxiety neurosis with 


multiple complaints such as diz- 


ziness, vague abdominal pain, 


weight loss. Patient had a 3-year 


history of these disorders which 
Mental and Emotional disturbances had not responded to sedatives, 


antispasmodics, or other therapy. 


e % On ‘Compazine’ the patient’s 
( O VW d Zz 1 A) eC symptoms promptly disappeared, 
P she felt much better and gained 
8 pounds. 
an agent remarkable for its 


Available: Tablets, Ampuls, Multiple 
freedom from drowsiness and depressing effect dese vials, 


capsules, Syrup and Suppositories. 


Smith Kline & French Laboratories, 
Philadelphia 


*T.M. Reg. U.S. Pat. Off. 
for prochlorperazine, S.K.F. 
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STOOL 
ALONEIS NOTENOUGH _ 


‘Map Copyright by Rand McNally & Co., RL No. 57S124 


Aqu atyl 


a natural peristaltic stimulator with effective 
stool softening action 


restores normal bowel physiology to provide normal, lasting correction 
of constipation. Each Aquatyl tabule contains 50 mg. dioctyl sodium 
sulfosuccinate and 100 mg. cholic acid. Dioctyl sodium sulfosuccinate 
safely softens the stool . . . cholic acid, an elemental body constituent, 
sparks natural peristalsis and a return to normal evacuation. 


Dosage: Initially, two or three tabules with a full glass of water 3 times daily 
for three days. Maintenance therapy, usually 1 or 2 tabules daily. 
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nutritional rehabilitation / not well, but well fed 


he’ll be back with the family soon 


he’s being well fed with 


sustagen’ 


Therapeutic food, Mead Johnson 
powder 


the only single food complete in all known 
essential nutrients 


With Sustagen you can provide every essential 
nutrient your medical, surgical and poorly nour- 
ished patients need for nutritional maintenance 
and rehabilitation. Generous in protein, calo- 
ries, vitamins, calcium and iron, Sustagen 
builds tissue...helps patients feel better, re- 
cover faster. As the sole source of food or as a 
supplement, Sustagen is easy to take in hospital, 
at home, on the job. 


The booklet “Recipes for Sustagen Beverages” tells your 
patients how easy it is to prepare flavorful drinks. For 
your copies, ask your Mead Johnson Representative or 
write to us, Evansville 21, Indiana. 
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Mead Johnson 


Symbol of service in medicine 


1 
| 
> 
: 


Superconcentrated 
The mumps antibody content of 
Hyparotin (165 mg. gamma globulin per 
cc.) iseight times that of the usual immune 
serum globulin and twenty times that of 
human mumps immune serum. 


Safe 

Smaller dosage made possible by highly 
concentrated Hyparotin minimizes tissue 
distension. No serious reactions or trans- 
mission of homologous serum jaundice 
have ever been reported. 


1. Gellis, S, S., McGuinnes, A. C., and 

Peters,M.:Am.J.M.Sc.210:661,1956. 
2. Bowers, D.: West.J.Surg.61:72, 1953. 
3. Editorial: New England J. Med. 
256:1066, 1957. 


Mumps Immune Globulin 


Hyparotin is prepared from the plasma of venous blood 
from human donors hyperimmunized with mumps vaccine. 


°T.M. 


HYPAROTIN provides effective 
prophylaxis against mumps and its 
complications. 


Prevents Orchitis 

To prevent orchitis, the minimum sug- 
gested dosage of mumps immune globulin 
following exposure is 3 to 4.5 cc. according 
to weight and delay. After the onset of 
mumps symptoms, massive doses should 
be administered as soon as possible for 
greatest effectiveness. ' 


In Pregnancy 

Recent studies raise the question that 
mumps during pregnancy may result in 
congenital defects of the newborn.?:* 
Although no specific protective or thera- 
peutic action can be assured, Hyparotin 
may be useful in avoiding such abnor- 
malities. 


Ask your Cutter man 
for literature and 
further information 

or write to Dept. 29-C 


CUTTER LABORATORIES Berkeley, California 


Journat A.O.A, 


when mumps endanger men ‘ 
Pp a 


March 1958 Vol. 57, No. 7 


SYMPOSIUM 


on physical medicine 
and rehabilitation* 


Moderator 
JOHN M. ANDREWS, D.O.+ 


Los Angeles, California 


Speakers 


JOHN W. MULFORD, D.O. 
Cincinnati, Ohio 

PHILIP RASCH, Ph.D. 

Los Angeles, California 

JOHN W. A. BRANT, Ph.D. 
Los Angeles, California 


MARJORIE OLWEN GUTENSOHN, D.O 


Kirksville, Missouri 
R. GILBERT DORRANCE, D.O. 
Pittsburgh, Pennsylvania 


D. AnprEws: On August 3, 1954, Presi- 
dent Eisenhower signed into law the Medical Facilities 
Survey and Construction Act of 1954, which concerned 
vocational rehabilitation. The President felt that this 
law was especially noteworthy for two reasons and I 
wish to quote him: “In the first place it reemphasizes to 
all the world the great value which we in America place 
upon the dignity and worth of each individual human 
being. Second, it is a humanitarian investment of great 
importance, yet it saves large sums of money for both 
Federal and State Governments.” In this program of 
rehabilitation, physical medicine must also be included 
to make it complete. 

The practice of physical medicine has developed 
during recent years because of the changing needs of 
patients. Improved treatment for acute diseases has in- 
creased life expectancy from 47.3 years in 1900 to 69.5 
years today. However, the first responsibility of the 
physician is not only to add years to life but to make 
those years profitable and enjoyable to the individual. 
As a result of the increasing length of life, study of 
chronic diseases has become increasingly important. Re- 
search programs are under way to find the causes of 


*Presented at the Sixty-First Annual Convention of the American 
Osteopathic Association, Dallas, Texas, July 18, 1957. 

tDr. Andrews is Professor and Executive of the Department of 
Physical Medicine and Rehabilitation and Director of the Rehabilita- 
tion Center, College of Osteopathic Physicians and Surgeons, Los Angeles. 


Vor. 57, Marcu 1958 


such disabling conditions as cerebral palsy, muscular 
dystrophy, carcinoma, myasthenia gravis, poliomyelitis, 
and many others. More attention is being focused on 
overindulgence in tobacco, alcohol, and food. 

While the laboratory scientist becomes concerned 
with investigations into the cause of disease, physical 
medicine is concerned with the application of biophysics 
to medical practice, and with the use of physical mo- 
dalities to arrest disease processes or to enable a patient 
to improve his physical condition. Physical medicine 
includes treatment by such physical modalities as heat, 
light, electricity, sound, water, and manipulation. Manip- 
ulative treatment may consist of exercise, which may be 
active or passive, assistive or resistive. It also may 
mean specific manipulative procedures which are de- 
signed to normalize structural relationships. Osteopathic 
physicians have particular interest in manipulative ther- 
apy, since experience has shown it to be important in 
treatment of certain conditions. 

The total program of rehabilitation, on the other 
hand, includes evaluation of the capabilities of the han- 
dicapped or disabled individual, and helping him to do 
all he can as well as he can for as long as he can. This 
involves restoration of the patient—not part of the 
body but the entire person—to the fullest physical, 
mental, social, vocational, and economic activity of 
which he is capable. 

A treatment program of this nature must be de- 
veloped from the integrated cooperation of a variety of 
specialists working with unselfish devotion in the inter- 
est of the diseased and the handicapped. Such a pro- 
gram brings together as a team special personnel from 
the medical, psychologic, social, and vocational areas ; 
these specialists pool information for interpretations 
and opinions, and develop a rehabilitation plan which 
takes into consideration the disabled individual as a 
whole. Members of a team may contribute to diagnosis 
and treatment of illness, but their contributions must be 
coordinated under medical responsibility. 

If such service is all provided under one roof, the 
facilities are known as a rehabilitation center. This 
center is operated for the primary purpose of assisting 
in the rehabilitation of disabled persons through an in- 
tegrated program of medical, psychologic, social, and 
vocational evaluation and services under competent pro- 
fessional supervision. 

The services of a rehabilitation center, in varying 
combinations, fall into several categories: (1) Evalua- 
tion of the patient: medical, psychologic, social, eco- 
nomic, educational, and vocational; (2) medical serv- 
ices: medical supervision, physical and occupational 
therapy, medically directed recreation therapy, and spe- 
cial therapy ; (3) psychologic services : testing, restrain- 
ing of the brain-injured patient, and counseling the en- 
tire family when necessary; (4) social and economic 
services, including nonmedically directed recreation; 
(5) educational services : testing and counseling, general 
education, and prevocational education; (6) vocational 
services: testing, counseling, training which is pre- 
vocational, vocational, or on the job, and placement; 
(7) follow-up of the patient; and (8) research and 
special studies. 

From this outline it is evident that the personnel 
of the rehabilitation center will vary according to the 
services offered at the institution. Aside from physi- 
cians, a rehabilitation center will probably include 
physical therapists, prosthesis technicians, occupational 
therapists, social workers, psychologists, vocational 
counselors, speech therapists, and so on. There may 
also be research assistants and representatives of various 
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community organizations involved in the care and wel- 
fare of handicapped people. 

In various phases of his care, the patient may be 
under the direct supervision of one or more members 
of this team. The emphasis during care may be on the 
medical treatment, physical therapy, social case work, 
occupational therapy, or evaluation for future empiloy- 
ment. Unity in the entire program is achieved through 
constant supervision by the physician. At frequent staff 
meetings various portions of patient care may be dis- 
cussed by those in charge of that phase. 

Integration of services within the center is vital if 
the patient is to receive full benefit from a rehabilitation 
program. There must be administrative planning to 
help the members of the team or staff learn to work to- 
gether in a democratic atmosphere. It is well recog- 
nized that communication is the key to integration. A 
free exchange of information between staff members 
and between the staff and patients is necessary to ac- 
quaint patients with services available and to keep the 
staff informed of the work of all departments. The 
most effective work results from the opportunity for 
each staff member to work at his minimum professional 
level. This is possible only when each staff member is 
familiar with the training, experience, and responsibili- 
ties of each of the other members of the rehabilitation 
team. 

The team approach to the care of the handicapped 
stresses the conviction that service to the patient is the 
primary consideration, but the patient must have the 
proper motivation if rehabilitation is to be successful. 
I recall a statement made to me by a patient who had 
had a cerebrovascular accident, and had been under 
care for several months. According to my examination 
she was much improved but this was not manifested 
clinically. When I asked her why, she leaned over and 
whispered, “Dr. Andrews, this is the first time in 
my life I have had this much attention, and I’m not 
going to give it up.” The motivation of the patient is 
important. 

I want to stress again that in order to provide the 
complete services listed earlier, it is absolutely neces- 
sary to have a team. In the case of a patient with a 
cerebrovascular accident, for example, the services of 
several consultants, such as cardiologists and neurolo- 
gists, may be necessary. The next step is to discover 


The total program of rehabilitation 
includes evaluation of the 
capabilities of the handicapped or 
disabled individual and helping 
him to do all he can as well 


as he can for as long as he can 


the prospects for that individual to get well. If recov- 
ery will be incomplete, it may be necessary to investi- 
gate his educational or employment background to dis- 
cover his potential for retraining in some other type of 
work. With this information, he can be treated so that 
he will still have a place in society and a job to earn a 
living. 

The participants in this symposium represent a 
team of persons trained in different phases of patient 
care in rehabilitation, and I am privileged to introduce 
them to you. The first is Dr. John W. Mulford, a for- 
mer President of the American Osteopathic Associa- 
tion who served as chairman of the Department of Pro- 
fessional Affairs in 1952-53. 


Relationship between physical 
medicine and rehabilitation and 
the osteopathic profession 


Dr. Mutrorp: The term “physical medicine” can 
be used in a narrow sense or in a broad one. First, let 
us examine the definition of “physical medicine” as it 
is outlined in one of the standard medical dictionaries. 
There it is said to be “the employment of physical 
means in the diagnosis and treatment of disease. It 
includes the use of heat, cold water, light, electricity, 
manipulation, massage, exercise and mechanical de- 
vices.” Although this definition is not as limited as 
such older terms as “physiotherapy” and “physical ther- 
apy,” it is my impression that “physical medicine” as 
we are using it in this panel discussion implies much 
more than the definition I just quoted. The definition is 
a description of the technics employed in physical medi- 
cine, but no more. Refusing to be limited by this defini- 
tion, physical medicine has begun to come into its own. 
And I am not thinking of physical medicine as a spe- 
cialty, but as a descriptive term. 

Those of you interested in the history of medicine 
know that physical agents were the modalities first used 
by primitive man in the treatment of his ills. Combined 
with magic, heat, cold, water, light (sun), and some 
form of manipulation were the only means by which 
the medicine man could combat disease. Even when 
physicians appeared on the scene, it is amazing how 
crude their therapies were—long after they knew a 
great deal about disease symptoms. For instance, many 
people still living are aware from their own experience 
of the general ineffectiveness of most drug treatment 
during our formative days as a profession. We all 
know that it was medical failures that challenged Dr. 
Still as a physician to do something about the situation. 

We know that medical practice before World War 
I consisted largely in giving mixtures of medicines that 
were designed to relieve the patient’s symptoms. It took 
a strong man in those days to survive the treatment he 
received. Naturally enough, the drugs used were di- 
rected to the spots in the body that were assumed to be 
in trouble. The theory was simple: relieve the symptom 
and you have cured the trouble. 

We know that the Old Doctor viewed the body as 
a machine—if one part got out of order, the whole 
could be affected. Some such basic thinking as this 
must have brought to Dr. Still the idea that the doctor 
should find out what was wrong with a person and then 
fix it, and the whole body would be better. He believed 
if something was wrong with the anatomic structure of 
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the body then it could not function properly. Logically, 
therefore, he set about finding out how to correct a 
normal structure. He also was convinced that the body 
was able to manufacture most of the remedies that it 
needed if it were structurally sound. Today we are apt 
to forget that then such teaching was revolutionary. 
Upon the basis of these conclusions, the Founder of the 
osteopathic profession returned to one of the oldest 
agents to be employed in the treatment of disease— 
manipulation. For the first time, however, aside from 
manipulation used to correct gross abnormalities such 
as dislocations and fractures, manipulative technics 
were evolved and selected to correct subtle structural 
abnormalities that could be exerting disturbing influ- 
ences on remote parts of the body. 

We have given these disturbances various names: 
“spinal lesions,” “spinal strains,” “osteopathic lesions,” 
“vertebral lesions,” and “Still lesions.”” These names in 
themselves have caused a good deal of misunderstanding 
about osteopathy as a school of practice and continue to 
cause misunderstanding. Modern scientists are inclined 
to term them “musculoskeletal” abnormalities or le- 
sions, using words that are defined in a dictionary. The 
term “musculoskeletal,” anyone can understand—doctor 
of medicine, scientists, or informed laymen. Redefined 
in ordinary words, osteopathic manipulative treatment 
of these abnormalities means employment of manipu- 
lation—one of the oldest forms of physical medicine. 
Its application osteopathically indicates a degree of 
technical skill evolved by Dr. Still and quite unknown 
before its development by him. Prior to Still, no atten- 
tion had been paid to the possibility that interferences 
with the normal functioning of spinal articulations 
could have an adverse effect upon the body and their 
correction be remedial in its effect. 

As a profession, we now know that our knowledge 
of musculoskeletal lesions has been largely empirical, as 
has been their treatment by manipulative procedures. 
One thing is certain—treatment of these abnormali- 
ties, when classified historically, is one form of physical 
medicine. 

If this seems a simple explanation of a complex 
subject, it is exactly that. Such an explanation, how- 
ever, has meaning. It can be understood by those not 
acquainted with our special language. The explanation 
does not limit our profession in any way and it classi- 
fies manipulation as it should be classified—as one of 
the valuable technics of therapy that must be used by all 
wise and skilled physicians if they are to render the 
highest grade of health service to their patients. 


This panel is in itself simple acknowledgment that 
osteopathic manipulative therapy fundamentally is a 
type of physical medicine. In all fairness, we can claim 
as a profession to have brought manipulation out into 
the light of day and developed it to the point that it is a 
genuine agent in the treatment of sick people. In that 
respect, our therapeutic contribution has been like the 
contribution of pharmacology to drug treatment. I 
think of pharmacology related to medicine as an over-all 
modern concept, including far more than the art of 
pharmacy. I believe that the time has come, if we wish 
to get ourselves understood in the medically scientific 
world, to think of musculoskeletal lesions and their 
treatment as a broad phase of physical medicine, gen- 
erally that in itself cuts across the entire field of medi- 
cine. And again I am not talking about a specialty. 
Physical medicine, however, conceived in this sense, 
needs fundamental exploration, just as we know that 
osteopathy needs a redefinition and restatement of its 
purpose—and that, too, will take exploration. 
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It is gratifying that calls are being made all along 
the line for such studies. I refer you to a report pub- 
lished in the September 1956 issue of The British Jour- 
nal of Physical Medicine. 

. . . The osteopathic view that structure governs function 
within the body may not be always true but it happens suf- 
ficiently often to make us think on mechanical lines more and 
more. The lead has been set and the facts are accumulating. 
That mechanical faults in the spine cause peripheral nerve 
lesions is now common knowledge. There is only one more 
step needed in the osteopathic direction before it is realized 
that visceral dysfunction and even disease arises from me- 
chanical causes. There is much osteopathic literature available 
particularly in the United States of America—work done dis- 
passionately and scientifically, and it is a pity that more at- 
tention is not paid to their viewpoint, but unquestionably 
physical medicine is veering that way. At present the osteo- 
pathic approach is a separate one, somewhat divorced from 
medical practice. This is unfortunate both for medicine and 
for the public, but until the general principle that “structure 
governs function” is accepted by medicine and physical medi- 
cine, there will still be a need for a separate school of thought.t 

We do not often find the osteopathic profession re- 
ferred to in medical journals in such sympathetic lan- 
guage. This is gratifying, but it is a minor point. The 
significance of such a statement as this is that it reflects 
understanding of osteopathy upon the part of authentic 
persons in the profession of medicine. At the same 
time, it indicates that the relationship between physical 
medicine and the osteopathic approach is understood 
clearly by the writer. 

Before going further, I believe we should ask our- 
selves: What is the relationship of rehabilitation to the 
osteopathic profession? Again, it seems to me that that 
can be best understood through a definition of rehabili- 
tation. One definition calls it a restoration of a handi- 
capped individual (and this includes any type of chronic 
invalid for any cause) to the fullest physical, mental, 
social, educational, and economic usefulness of which 
he or she is capable. Such a definition accords with the 
thinking of authorities in the field who have stated that 
rehabilitation is not so much a branch of the healing art 
or a system of treatment as it is a philosophy. This is a 
point of view about medical problems that has been part 
and parcel of the osteopathic approach to health and 
disease from its earliest beginnings. 

If we are to be credited with early recognition of 
the importance of such a philosophy, it should be ad- 
mitted that we have been remiss in putting our thinking 
into practice. We have too long neglected to practice our 
preaching and to develop technics to carry it out. The 
least we can do now is to lend our unqualified support 
to our friends. We find ourselves indebted to the few 
pioneers in the medical profession who have originated 
the modern technics of rehabilitation and are applying 
them in the very few centers in the United States that 
are equipped with personnel and facilities to put re- 
habilitation to work. 

Many believe that we can now say in truth that 
the profession of osteopathy is prepared to understand 
physical medicine and rehabilitation in its broadest 
terms. We now stand ready to co-operate in every way 
with its growth and development as one of the most sig- 
nificant areas of the healing art professions. Further, 
we believe that both in physical medicine and in re- 
habilitation, the osteopathic profession has a common 
denominator with one sector of the profession of medi- ° 
cine. Unfortunately, physical medicine and rehabilita- 
tion as forms of general treatment, as are drugs, are un- 


tFrom report reprinted by permission of the editor of The British 
Journal of Physical Medicine in the October Journat, page 157. 
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known to medical practice. As a specialty, P. M. and R. 
is an almost unacknowledged child. 

It begins to be self-evident that osteopathy as an 
unlimited healing art agency, and physical medicine and 
rehabilitation as agents within the technologic, philo- 
sophic, and scientific aspect of medicine have a close 
relationship. If that relationship is clearly seen and 
acknowledged, it would be possible for the osteopathic 
profession to get itself better understood and aided in 
its attempt to render a more comprehensive health care 
to the people of this nation. 

As a profession, we are on record as declaring that 
complete health care of our proportion of the nation’s 
people is our primary obligation. The profession of 
medicine has also stated that to be its purpose. Such a 
situation demands better relations between the two or- 
ganized professions if they are not to interfere with 
their avowed purposes. Whether their respective agen- 
cies—the American Medical Association and the Amer- 
ican Osteopathic Association—want it so or not really 
will not matter. What does matter is what the Ameri- 
can public wants and has had a habit of getting in the 
long run. Today it wants and demands the best possible 
health care. 

Dr. ANDREWS: Our next speaker is Philip Rasch, 
B.A., M.A., M.Ed., Ph.D. He is Assistant Professor 
of Physical Medicine and Rehabilitation and Director 
of the Biokinetics Research Laboratory, at the College 
of Osteopathic Physicians and Surgeons. 


The role of 
corrective therapy in a 
neuropsychiatric hospital 


Dr. RascH: During the frightful air raids of 
World War II, the physicians of Great Britain found 
themselves confronted with a patient load which they 
were in danger of being unable to handle. Physical in- 
juries and psychologic traumata threatened to fill the 
hospitals beyond their capacity. The already serious 
manpower shortage was being made even more acute by 
the loss of disabled individuals from the production lines 
and by the necessity of withdrawing still other workers 
to care for these casualties. Perhaps more in despair 
than in hope, physicians called upon the British physical 
educators for assistance in rehabilitating the injured. 

So encouraging was their response that on April 
15, 1943, under the sponsorship of Col. Frank Stinch- 
field, of the American Army, a school for physical re- 
conditioning instructors was opened at the 307th Sta- 
tion Hospital, Coventry, England. During 1943 and 
1944, Army schools for physical reconditioning instruc- 
tors were established in the United States. Officers 
were trained at Washington and Lee University in Vir- 
ginia and enlisted men at Camp Grant, Illinois. Follow- 
ing the war, a reconditioning program was adopted 
by the Veterans Administration, and many of these 
service-trained personnel were absorbed into that facil- 
ity. From the Veterans Administration such programs 
spread into progressive state and private hospitals and 
‘ rehabilitation centers to become integral parts of the 
Departments of Physical Medicine and Rehabilitation. 

Corrective therapy has been officially defined by 
the Association for Physical and Mental Rehabilitation 
as “the application of the principles, tools, techniques 
and psychology of medically oriented physical education 
to assist the physician in the accomplishment of pre- 
scribed objectives.” Candidates for examination by the 
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American Board of Certification of Corrective Thera- 
pists are required to have completed a 4-year college 
curriculum leading to the baccalaureate degree, includ- 
ing courses in prescribed areas, and must have com- 
pleted a minimum of 250 hours of clinical internship in 
medically supervised physical education under the spon- 
sorship of a recognized college or university. Such ex- 
perience must be under the supervision of a physician 
and a certified corrective therapist. 

While corrective therapists are employed in general 
medical and surgical hospitals as well as neuropsychiat- 
ric hospitals, this paper will be confined to the latter. 
In any hospital the corrective therapist is a member of 
a team headed by a physician who is a specialist in 
physical medicine. His teammates may consist of physi- 
cal therapists, occupational therapists, educational ther- 
apists, and perhaps others. When assigned to work with 
a psychiatrist, corrective therapists become part of a 
larger team which may also include social service work- 
ers, nurses, aides, and other individuals not directly 
connected with physical medicine. Although this paper 
presents only the role of the corrective therapist, this is 
not to be construed as in any way deprecating the con- 
tributions rendered by other members of these teams. 
If corrective therapy is emphasized to the exclusion of 
other forms of therapy, it is only because limitations of 
time, space and knowledge make it necessary to confine 
this article to that aspect with which the author is best 
acquainted. 

All members of Departments of Physical Medicine 
and Rehabilitation have a common goal: the restoration 
of the patient to a useful role in society. The principal 
tool of the corrective therapist in achieving this goal is 
therapeutic exercise. As Crowell’ commented, exercise 
cannot change peoples’ drives, but it can channel them 
into activities that aid human beings in solving some of 
their problems. The problems of mental patients are 
very similar to those of non-patients, only aggravated 
beyond their powers to cope with them. Even aggres- 
sion and hostility are but facades, behind which are 
needs to establish friendly relations and achieve group 
acceptance. It is the therapist’s duty to aid in stimulat- 
ing the patient to desire to rehabilitate himself and then 
to assist in guiding and supervising him through the 
stages leading to this goal. The desire for rehabilitation 
must originate from within the patient ; no one can give 
it to him. 

The corrective therapist is largely concerned with 
three aspects of treatment : 

1. The utilization of activity for specific thera- 
peutic purposes. This is education through the physical, 
not education of the physical. Exercises have a distinct 
effectiveness in meeting the emotional needs of the pa- 
tient, but only insofar as the therapist is able to employ 
exercise as a means of creating activity situations which 
will attract the patient into improved social adjustment.* 
Thus, the major interest is never the activity, but rather 
its integration into a total situation in which the patient 
is ready to accept a higher level of socialization. As the 
patient’s socialization increases, he tends to modify his 
autistic behavior and to break through the barriers 
which bar him from his fellows. 

2. The development of therapeutic interrelation- 
ships between therapist and patient. It is a general 
opinion that the success of therapy is contingent upon 
the ability of the therapist to establish a therapeutic re- 
lationship with the patient as much as upon the therapy 
itself.* Probably the most important aspect of therapy 
is that of giving the patient a sense of security, a feel- 
ing that he is accepted as a valued member of society on 
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the basis of his own worth. The patient must be 
brought to realize that a disablement exists but that he 
must accept and overcome the realities of the situation. 
This does not imply that the corrective therapist should 
attempt counseling and guidance except on a superficial 
level. Rather, verbalizations and actions of the patient 
should be reported to the psychiatrist in order to assist 
him in his werk. He will then instruct the therapist as 
to the manner in which he wishes such information to 
be used. 

3. The understanding of the dynamic processes 
of motor activity. The therapist must attempt to com- 
prehend what the patient is trying to communicate by 
his motor behavior. Van Den Berg* stated that every 
human motion is a function determined by a sphere of 
values which furnishes significance to a movement and 
makes it meaningful ; that the theory of movement con- 
sists of the interaction between a man’s inner self and 
the world. There is no natural language of bodily ex- 
pression. Different patients may express the same feel- 
ing in different ways, or may utilize the same movement 
to express different emotions. Many of the actions dis- 
played may be related to cultural or social backgrounds.° 

Originally, patients were classified according to the 
diagnoses of their illnesses. Such a classification was 
not particularly meaningful from the standpoint of 
therapy, however, and the present tendency is to clas- 
sify patients on the basis of motor behavior. At one 
Veterans Administration hospital, the psychiatrists rec- 
ognize four categories of mental patients: (1) Con- 
fused and disorganized; (2) withdrawn, fearful, (3) 
active, demanding, and unpredictable ; and (4) needing 
prevocational and socialization training. 

The treatment of these patients has both sympto- 
matic and creative aspects. After considering all fac- 
tors involved, the psychiatrist and his team decide on 
the treatment which they believe will best meet the pa- 
tient’s needs. The goals which may be achieved by 
symptomatic treatment have been divided by W. C. 
Menninger into five categories: 

1. Narcissistic gratification. This is the patient 
who has nothing to satisfy his need for ego gratifica- 
tion. He needs to have his psyche built up to help him 
view himself with respect. In such a case the ther- 
apist is likely to help him develop big muscles which 
give him strength beyond that of the average person 
and help him to feel that he is “somebody.” The cor- 
rective therapist may assist the patient in achieving this 
goal by the use of barbells or other body-building exer- 
cises, while he himself maintains an encouraging, ad- 
miring attitude. 

2. Relief of guilt feelings. This is the patient who 
needs to be punished. His need is met by giving him 
dull, monotonous work and taking a very severe and 
critical attitude toward him while he is executing that 
routine. This goal may be accomplished by use of a 
rowing machine or other monotonous activity, with the 
therapist assuming the role of a stern taskmaster. 

3. Acceptable expression of aggression. Many pa- 
tients have a need to express themselves by hitting 
somebody ; the most logical outlet for that is the punch- 
ing bag or tether ball, with the corrective therapist en- 
couraging the patient to hit it hard. Frequently patients 
sketch upon the bag the faces of persons whom they 
especially dislike (their wives or psychiatrists, for ex- 
ample), or they may call the bag by the names of such 
persons. Patients will pound this heavy bag until they 
are in a state of semi-exhaustion. 

4. Activity interest. This is for the patient who 
tends to sit by himself and do nothing. He needs to be in 
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Only rarely does the psychiatrist 


specify the particular activity 


to be employed in treatment 
although he often specifies the 
attitude to be displayed by 


the therapist during activity 


a situation where there is team play, where he receives 
encouragement from those around him and gives en- 
couragement in return. This goal may be achieved by 
patient participation in volley ball or other team games, 
during which the therapist stresses team play and mu- 
tual encouragement. 

5. New skills. New skills are generally taught to 
the patient who is about to leave the hospital, primarily 
for the purpose of giving him some social activity he 
can continue after he leaves the hospital. The therapist 
may teach such skills as badminton, swimming, or other 
social games. It can be shown that the man who leaves 
the hospital and spends his time sitting in a rented 
room is very likely to come back to the hospital. On the 
other hand, the man who joins the Y.M.C.A. or some 
similar group is far less likely to have a recurrence or 
breakdown. 

Only rarely does the psychiatrist specify the par- 
ticular activity to be employed in treatment although he 
often specifies the attitude to be displayed by the ther- 
apist during activity. It is the duty of the therapist to 
coordinate his efforts and attitudes in such a way as to 
establish the milieu deemed most favorable for the pa- 
tient’s recovery. Thus, the corrective therapist may em- 
ploy hydrogymnastics for sedation of the hyperactive 
patient, for the achievement of patient interaction, or 
as a means of affording a recreational activity. In each 
instance the activity is the same, but the manner in 
which it is employed and the reason for which it is pre- 
scribed are different. 

In the creative aspect of treatment, the corrective 
therapist emphasizes the establishment of group inter- 
action and interpersonal relationships. These patients 
often display a complete lack of socialization, so that 
eight or ten patients may be together in a room for 
months at a time and still will not even know each 
other’s names. A therapeutic feeling is built up between 
the two patients as well as between the patients and the 
therapist, so that each patient aids in the rehabilitation 
of others and in so doing he aids himself. The therapist 
may start by working with a single patient, who, as he 


improves, may be paired or “paralleled” with another- 


patient so that an individual never works alone. This 
provides an opportunity for the patient to relate him- 
self to others and to encourage him to express his feel- 
ings in order that he may be understood. 

The therapist attempts to utilize all spontaneous 
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play tendencies or play reactions in such a way that they 
will aid the patient and put him in touch with reality 
through participation in planned activities, rather than 
to leaving him ta his solitary confused cogitations. In 
properly developed situations a coach-player relation- 
ship is established, and the patient becomes amenable to 
direction to a degree which he would not tolerate in 
more serious activities. 

The principal tasks of the corrective therapist are: 
(1) To accept the patient’s behavior ; (2) to understand 
what he is trying to communicate by his motor activi- 
ties; and (3) to utilize this knowledge to help the pa- 
tient rehabilitate himself. Only when the patient is com- 
fortable with the therapist will he permit the “well 
part” of his personality to emerge; only when the ther- 
apist is comfortable with the patient will he feel suffi- 
ciently secure to encourage stich emergence and the 
testing which accompanies it. 

Corrective therapists have had particularly suc- 
cessful results in the treatment of disturbed patients. 
In one large Veterans Administration neuropsychiatric 
hospital, provision for motor activity under the super- 
vision of the corrective therapists resulted in a reduction 
of 67 per cent in the number of tubs and packs re- 
quired.® In a similar hospital hydrotherapeutic sedation 
was given 500 times over a period of 2 months. During 
the next 2-month period and after corrective therapy 
was instituted, the number of such treatments for the 
same group of patients dropped to 193, 39.4 per cent of 
which was given on Sundays or other days when cor- 
rective therapists were not on duty.* In another hospi- 
tal 25 disturbed male psychotic patients received 831 
treatments by chemical or hydrotherapeutic sedation or 
seclusion or other types of control during a 3-month 
period. Only 523 combined treatments of this type were 
given over a second 3-month period after corrective 
therapy with hydrogymnastics was initiated.” In some 
hospitals the use of pack rooms has been abandoned 
and ward patients who become hyperactive are referred 
to corrective therapists for hydrogymnastics in a pool, 
the temperature of which is maintained at 92 F. 

With the widespread use of ataractic drugs, condi- 
tions have changed somewhat. Generally speaking, these 
drugs exert a selective suppressive effect on the central 
nervous system, thereby reducing mobility and promot- 
ing muscular relaxation; many patients become more 
amenable to psychotherapy after treatment with ata- 
ractic drugs. While it is more difficult to persuade them 
to take part in therapeutic exercises, this is offset to 
some extent by greater ease in establishing interperson- 
al relationships. 

Dealing with patients who have withdrawn from 
nearly all forms of activity is not uncommon in the ex- 
perience of the corrective therapist. The most note- 
worthy characteristic of the motor behavior in catatonic 
schizophrenics is their lack of external response to 
stimuli. They show a common lack of ability to per- 
form the simplest skilled acts and an a to relax 
normally. The highly successful Roland Relaxation 
Response Technique is initiated by placing the patient 
prone on a plinth and obtaining relaxation by passive 
exercise and suggestion. Relaxation of the mouth and 
larynx is particularly desirable. When relaxation has 
been achieved, the therapist encourages the patient to 
start talking. From talking, he progresses to simple 
writing, and then to a very simple piysical exercises. 
When the patient is able to write simple letters and to 
participate in simple physical activities, therapy of a 
more active form is pfescribed. In one hospital in 
which 87 patients were treated by this technic over a 
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period of 2 years, only 9 failed to improve, and most 
of these were mentally deficient. Fourteen of the group 
improved sufficiently to permit them to return to their 
homes.® 

Corrective therapy should be prescribed on an in- 
dividual basis for patients who have had post-lobotomies. 
They are usually inert, untidy, and indifferent, and the 
first step for the therapist is to arouse their interest in 
something. Usually a very simple activity, such as play- 
ing catch with a large ball, is the opening gambit. As 
recovery progresses, these patients are likely to pass 
through an aggressive phase, during which the correc- 
tive therapist should alter the activity so as to provide 
an acceptable outlet for this form of behavior. 

Corrective therapists in neuropsychiatric hospitals 
have observed an increasing percentage of geriatric 
cases in their patient load. In part, this results from 
the fact that the age level of our veteran population 
rises as the time interval since World War II in- 
creases. In part, it is concomitant with the general rise 
in the age level of the American population and the fact 
that our habits of metropolitan living render it extreme- 
ly difficult for children to make suitable provision for 
their aged parents. The basic difficulty stems from the 
fact that changes in our social organization have not 
kept pace with changes in the biologic organization of 
our population. 

Because many aged persons realize that they are 
unwanted or there is no suitable place for them to go, 
they do not wish to leave the hospital. Usually some 
form of light exercise emphasizing coordination and 
mobility is given to such patients in order to maintain 
their physical condition so that they can continue to 
perform the routine tasks of daily living. These indi- 
viduals are slow to learn new skills and perform poorly 
in activities requiring speed of movement. Shuffleboard 
is especially popular with the men in this age group. 
To the observer, the most striking fact about such pa- 
tients is the almost complete lack of socialization be- 
tween individuals. Left to themselves, four patients 
may play shuffleboard for hours and exchange scarcely 
a word during that time. All indications are that the 
geriatric problem will become increasingly important 
during the next few decades. 

In any hospital, personnel in the Department of 
Physical Medicine and Rehabilitation are confronted 
with a number of more or less routine problems in aid- 
ing the patient to overcome his infirmities. These may 
relate to strengthening weak muscles, preventing the 
undesirable effects of bed rest, assisting the neurologic 
casualty to regain control of his body, educating the 
amputee in the body mechanics most effective for his 
new status, or otherwise aiding in the rehabilitation 
process. With the single exception that it is much more 
difficult to secure the cooperation of neuropsychiatric 

tients, this phase of the work of a corrective therapist 
in a mental institution does not differ from that of his 
fellows in other types of hospitals. For this reason it 
has not been discussed in this paper. 

In conclusion, it may be emphasized that thera- 
peutic exercise is not a “cure all” in a neuropsychiatric 
hospital. If properly administered by competent per- 
sonnel it can do much to relieve the patient’s internal 
tensions and make it possible for him to reach an inner 
homeostasis which assists in his adjustment to the 
stresses imposed by his environment. It may also con- 
tribute substantially to the improvement of certain 
physical ailments which the patient may have in addi- 
tion to his mental difficulties. It is the role Of the cor- 
rective therapist in a neuropsychiatric hospital to make 
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the best possible use of the potential benefits of thera- 
peutic exercise to aid in the rehabilitation of those 
who have broken psychically or physically under the 
stresses of life. 

Dr. ANDREWS: Our next speaker is John W. A. 
Brant, Ph.D., Research Associate, Department of Physi- 
ology, College of Osteopathic Physicians and Surgeons, 
Ios Angeles, and Director, Metabolic Laboratory, Re- 
search Center.§ 


Quantitative mensuration and 
objective evaluation of human 
cardiorespiratory function 


Dr. Brant: In our laboratory we are concerned 
with the design and content of experimental work to 
collect and analyze measurement data. The medical in- 
terpretation of the experimental material and the appli- 
cation of this knowledge is left to the physicians ; thus, 
my contribution and point of view are that of a research 
physiologist. 

In recent years, development of specific physical 
apparatus and methods®’® has enabled the researcher 
to observe simultaneously and continuously critical 
physiologic phenomena in man. Simultaneous and con- 


§Since this Symposium was presented, Dr. Brant has resigned from 
the staff of the College of Osteopathic Physicians and Surgeons. 
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Fig. |. Physical fitness testing using specific physical apparatus. (Copyright 1957 by J. W. A. Brent.) 


tinuous monitoring of pulmonary and cardiac functions 
in man during normal conditions of life, rest, exercise 
or work, and recovery from exercise or work, has re- 
ceived much attention here in America™ as well as in 
Europe.” 

The laboratory methods involved here, then, are 
the product of contemporary researchers. Special credit 
is given to Bruce and his colleagues,**"** whose brilliant 
application of empirical specific physical apparatus and 
methods has inspired us to provide, with modifications 
consistent with our experience and research aims, a 
laboratory and methods for the purpose of quantitative- 
ly measuring and objectively evaluating human cardio- 
respiratory function (Fig. 1). 

No attempt is made here to collate or review the 
enormous quantity of literature bearing on the physi- 
ology of pulmonary and cardiac function. However, 
an attempt is made to describe briefly the laboratory 
methods in question and to point up their importance, 
particularly as they may relate to the problems of the 
patient who has impairment of the lungs and heart. In 
solving his problems it is of utmost importance to all 
concerned that physiologic criteria which indicate pul- 
monary and cardiac function be quantitatively measured 
and objectively evaluated. 

The primary purpose in operating the Metabolic 
Laboratory of the College of Osteopathic Physicians 
and Surgeons is to contribute through research to the 
sum of medical science. What is fundamental research 
today is applied research tomorrow. 

A second purpose in operating the Laboratory is to 


ost 
up 
eir 
in- 
es. 
he 
in 
As 
SS 
C- 
Je 
Is 
1c 
m 
n 
1- 
e 
f 
e 
| : 
Pac? 


stimulate pertinent research interests among members 
of the osteopathic profession. Research ideas can be 
tendered, research proposals crystallized, and projerts 
conducted. In this sense a service is provided to the 
research-minded osteopathic physician and surgeon. 

A third purpose in operating the Laboratory is to 
collect from members of the profession patients on 
whom quantitative measurements and objective evalu- 
ation of cardiorespiratory function can be made, con- 
sistent with the research regimen and design in prog- 
ress. In this sense a service may be provided for such 
special patients. 

One of the research projects currently under way 
is that in which a selected group of emphysematous 
subjects are being studied. The project is didactic be- 
cause it serves to describe here how subjects may be 
processed through the Laboratory. 

Cognizant of the need for emphysematous subjects 
in the pertinent research project, physicians of the 
greater Los Angeles area referred a substantial number 
of these patients to the principal investigator. From 
this pool, a group was selected after careful screening. 
This required careful inspection of each subject by a 
team of investigators. Personal and medical histories 
were recorded and studied. Repeated physical examina- 
tions were performed; these included fluoroscopic ex- 
amination, chest roentgenograms taken peripherally, 
and routine laboratory tests of the blood and urine. 
Then the group was referred to the Laboratory for 
preliminary, initial, and final testing consistent with the 
design of the research project. Arrangements were 
made for the subjects to arrive at the Laboratory early 
in the morning in a near basal state of metabolism. 

In Step 1, spirometry was performed in such a 
manner that the following measurements were possible : 
minute ventilation, tidal volume, respiratory rate, al- 
veolar ventilation, oxygen uptake, heat production, basal 
metabolic rate, ventilation equivalent for oxygen, expira- 
tory reserve volume, inspiratory reserve volume, inspira- 
tory capacity, vital capacity, timed vital capacities, 
maximal breathing capacity, capacity ratio, air velocity 
index, breathing reserve, and dyspnea index. Conven- 
tional spirometry was performed as the subject sat in a 
relaxed state. Residual volume was determined by the 
open-circuit technic via the oxygen washout method in 
which alveolar and mixed expired nitrogens were meas- 
ured on the Scholander gas analysis apparatus. 

In Step 2, a standard twelve lead electrocardiogram 
was recorded as the subject lay in a relaxed state. From 
this, the following electrocardiographic measurements 
or observations were possible: heart rate, height of 
P-2, PR interval, QT interval, QT ratio, per cent in- 
crease or decrease of QT, ORS interval, ST elevation 
or depression, height of R (V;, V«), height of S (V, 
V.), height of T (Vs, Ve), area of T (greatest ampli- 
tude from V; or V.), ectopic beats, and precordial 
transition zone ORS morphology. 

In Step 3, preparatory to having several physi- 
ologic criteria monitored continuously and simultane- 
ously, the subject was fitted snugly with a specially con- 
structed respiratory mask and a rubber harness for po- 
sitioning electrocardiographic electrodes. The mask 
connected with conventional respiratory tubing, which 
further connected directly with the large oxygen ana- 
lyzer. Sampling lines were drawn from this tubing to 
the small oxygen analyzer, to the carbon dioxide ana- 
lyzer, and to the nitrogen analyzer. The significance 
of positioning these electrodes has been previously de- 
scribed. Also, snugly fitted to the subject’s right arm 
was a sphygmomanometer cuff ; to the pinna of his left 
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ear, an ear oximeter. Thus, the subject was fitted with 
the described accessory apparatus in a manner which 
permitted him to move comfortably and freely during 
the physical fitness testing which followed. 

In Step 4, the subject was instructed to sit 3 min- 
utes, to stand 2 minutes, and to exercise by walking 10 
minutes, and to sit 10 minutes immediately following 
exercise. This comprised the standard procedure of 
physical fitness testing as developed particularly by 
Bruce and his colleagues. Throughout Step 4, during 
each minute-interval of rest, exercise or work, and re- 
covery from exercise or work, observations were regis- 
tered, recorded and/or monitored, and the following 
quantitative measurements were thereby possible : blood 
pressures, heart rate, cardiac output, arterial oxygen 
saturation, oxygen intake, carbon dioxide output, and 
nitrogen output. To obtain oxygen measurements, plani- 
metric integration of the areas traced under the oxygen 
consumption curve was necessary ; mean values for oxy- 
gen consumption at rest, exercise or work, and recovery 
from work were derived. These can be converted to 
energy values. 

In Step 5, the subject received a posture analysis 
by means of a Cureton-Gunby Conformateur and was 
photographed with a speed graphic camera with Pola- 
roid Land camera attachment. Chest and other body 
measurements were recorded. 

By means of the five steps described above, there- 
fore, quantitative measurements were obtained and an 
objective evaluation of human cardiorespiratory func- 
tion was possible. 

Dr. ANDREWS: Our next speaker is Marjorie Ol- 
wen Gutensohn, D.O., who is Assistant Professor of 
Anatomy, Research Associate, and member of the De- 
partment of Technic at Kirksville College of Osteop- 
athy and Surgery. She is certified in physical medicine 
and rehabilitation. 


Electromyography today 


Dr. GuTENSOUN: There have been an increasing 
number of references in the literature to electromyogra- 
phy recently, but until about 2 years ago the average 
physician would have had difficulty in finding a ref- 
erence text through which he might learn a little more 
of the technical procedure and what might be expected 
of it. The first text on the subject was “Clinical Elec- 
tromyography” by Marinacci’* of Los Angeles. The 
title page describes it as being “a brief review of the 
electrophysiology of the motor unit and its application 
to the diagnosis of lower motor neuron diseases, periph- 
eral neuropathy and the myopathies.” A second book, 
entitled “Clinical Examinations in Neurology,”'® 
written by eight members of the Mayo Clinic Founda- 
tion, included one chapter devoted to electromyography. 
This is probably one of the best books on neurologic 
examinations which has been published in many years 
and it is fitting that a chapter on electromyography 
should be included. 

What is electromyography? It is a procedure by 
which the electrical activity of muscles is studied. It is 
concerned primarily with diseases affecting the lower 
motor neuron, neuromuscular junctions, or skeletal 
muscle fibers. Briefly, the procedure is this: By insert- 
ing a needle into a skeletal muscle, changes in the elec- 
trical potential are picked up, which may be visualized 
on a cathode ray oscilloscope and played over a 
loud speaker for simultaneous visual and auditory 
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analysis. Permanent records can be made by photo- 
graph directly from the cathode ray oscilloscope. 


In clinical electromyography electrical activity of 
muscles is recorded. What is the origin of the electrical 
activity of muscle? This activity is produced by the 
muscle fibers and is referred to as muscle action poten- 
tial. The action potential of a normal muscle fiber 
originates at the motor end plate. It is triggered into 
action by the arrival of a nerve impulse at the neuro- 
muscular junction. The action potential sweeps down 
the muscle fiber in both directions from the motor end 
plate, exciting the contractile mechanism of the muscle 
fiber in its wake. The contraction itself produces no 
electrical activity. In normal muscle, the muscle fibers 
are organized by the motor nerve into functional units 
called motor units, each of which consists of a single 
lower motor neuron and all the muscle fibers innervated 
by it. That might mean as few as six muscle fibers in 
the eye or as many as 400 or 500 in the gastrocnemius 
muscle. During voluntary contraction, all the muscle 
fibers innervated by a single lower motor neuron act 
together, the small action potentials summating to pro- 
duce the larger action potential of the motor unit. 

In the normal muscle at rest, the motor units are 
not active and no electrical activity is produced; the 
muscle is described as electrically silent. During weak 
voluntary contractions, only a single motor unit may be 
active in the vicinity of the electrode. The muscle action 
potential recurs if the muscle fibers of the motor unit 
contract in rhythmic fashion at the rate of 5 to 10 per 
second. We speak of this as the frequency of firing of 
the unit. The frequency of firing of the motor units 
increases with increased voluntary effort. This is a 
fundamental physiologic law: The greater the effort, 
the greater the frequency of firing. This means there is 
an increased frequency and more motor units are re- 
cruited, each acting rhythmically and independently to 
increase the strength of the contractions. The smooth- 
ness of contraction depends upon the independent 
rhythmicity of motor unit activity. There are certain 
conditions, both pathologic and normal, in which syn- 
chronization of motor units occurs. Synchronization 
may occur in normal muscles during strong effort, and 
it may occur normally in the small muscles of the hand ; 
however, it is of short duration. Pathologically, persist- 
ent synchronization may occur in disease of neurogenic 
origin.2° During strong contractions many motor units 
are active so that individual units overlap to the extent 
that they no longer are identifiable. This is commonly 
called interference pattern. 

The normal characteristics of a motor unit are 
most important to the electromyographer. Motor units 
have certain sizes; they have certain amplitudes. The 
action potential, the spike, will rise to a certain height 
on either side of the base line and will have certain 
durations, all of which vary within the normal. They 
also have certain shapes. Many of them are diphasic 
or triphasic. Just 4 per cent of muscle action potentials 
are polyphasic, which means there are more than four 
phases to the unit. 

The electromyographer interprets his findings on 
the basis of deviation from known normal patterns. 
One example, which concerns frequency, will illustrate 
the departure from normal: If on a minimum contrac- 
tion the needle is in the vicinity of a motor unit, this 
unit will be expected to fire at a frequency of 5 to 10 
per second. If a patient who has muscular atrophy at- 
tempts to make a maximum contraction, the speed of 
firing will increase to 50 per second but no interference 
pattern will appear. I have said that it is a physiologic 
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law that the greater the effort the faster or the greater 
the frequency, so two things would be apparent from 
this finding: The patient is making the greatest effort 
he can because the single motor unit has increased its 
frequency ; but he has lost the activity of a great many 
motor units, though the reason may not be known at 
this stage. 

I have said that normal muscle at rest shows no 
electrical activity, but several types of abnormal activity 
may be found in voluntarily relaxed muscles, for in- 
stance in patients with neuromuscular disorders. This 
is called spontaneous electrical activity, and I will men- 
tion two forms: 

1. Fibrillation potentials occur when muscles are 
denervated. Fibrillation potential represents the spon- 
taneous contraction of individual muscle fibers. They 
probably are triggered into action by circulating 
acetylcholine in the blood. They have a characteristic 
sound and appearance on the instruments: they are 
very fast, have a very short duration, and are low in 
amplitude. They are rather easy to recognize. 

Fibrillation potentials are visible in the tongue, but 
not visible through the skin, and thus can be detected 
only by electromyography. They are of great signifi- 
cance since their presence proves that denervation has 
occurred, and sometimes this is the only proof. They 
may be found in any disease which causes degeneration 
of the lower motor neuron. The lesion may affect pri- 
marily the ventral horn cells, the nerve roots, the 
plexus, or the peripheral nerves. The occurrence of 
fibrillation in nerve lesions is considered evidence of 
healthy denervated muscle, and this in itself is im- 
portant. 

2. Fasciculation potentials frequently, although not 
always, are visible through the skin. They may or may 
not be significant, since they occur rather frequently in 
healthy pecple. If fasciculation occurs and fibrillations 
are present in the same muscle, this is quite a significant 
finding; this is commonly found in diseases of the 
spinal cord. 

Electromyographic findings must always be cor- 
related with other clinical findings, and especially with 
a good history and careful physical examination. 


In what instance may we make use of the diag- 
nostic and prognostic procedure of electromyography ? 
The classical, well-developed neuromuscular diseases, 
such as amyotrophic lateral sclerosis and spinal muscu- 
lar atrophy, usually are readily identifiable by inspec- 
tion, clinical testing, and history. A disease such as 
myasthenia gravis, which is a manifestation of faulty 
neuromuscular transmission, usually presents little di- 
agnostic difficulty in a well-developed case, nor does a 
frank dystrophy which is a disease of the muscle fibers 
themselves. But there are times when a case which is 
not so well developed may present a problem; then 
electromyography has been of real value in helping to 
establish the diagnosis. 


What about the use of electromyography in detect- 
ing disease of the lower motor neuron? Here the clini- 
cian’s diagnostic powers may be taxed to the utmost. 
The patient complains of weakness and pain, but is the 
weakness due to pain? Is it due to lack of use? Is the 
lack of use due in turn to pain? Or is it actually due 
to dysfunction of the motor unit? Has there been some- 
destruction of the motor unit? After the decision is 
made that the motor units are involved, there remains 
the problem of localization. Does the defect occur with- 
in the spinal cord, in the root, in the plexus, or in the 
peripheral nerves? For instance, it might be in the 


i 
th 
ch 
1g 
n- 
g 
5- 
n 
d 
. 
y 
O 
S 
in 
S 
dp 
' 


radial groove or the carpal tunnel ; this localization is of 
great importance. In early stages of motor unit disease, 
the disease may clinically appear confined to one area 
but be proved by electromyography to be more wide- 
spread. For instance, in early progressive spinal atrophy, 
the only clinical sign may be in the intrinsic muscles of 
one hand, one of the first signs of the condition, or in 
one limb. The muscle atrophy is sometimes slow in 
starting, and may seem to be a lesion of the brachial 


In the normal muscle at rest, the 
motor units are not active and no 


electrical activity is produced 


plexus if it is in the upper limb. The clinician might 
consider rib lesions as the cause but an electromyogra- 
pher might find fibrillation potentials not only in the 
hand but also in the small muscles of the feet. The fact 
that the electromyographer found such widespread de- 
nervation would have great significance. It would sug- 
gest a lesion of the central nervous system rather than 
of the peripheral nerves. 

Electromyography can be equally valuable in dem- 
onstrating negative findings. In malingering or hysteri- 
cal patients it is at times difficult to evaluate clinical 
tests. Such patients may present a picture of muscular 
wasting, weakness, and even paralysis. The absence of 
abnormal motor units in such cases can be of the great- 
est importance. Conversely, electromyography may re- 
veal abnormal motor units in a patient who has been 
branded a malingerer. 

Electromyography may also be of service in differ- 
entiating between atrophy due to denervation and that 
which is due to primary disease of the muscle—for in- 
stance in dystrophy. Defects of transmission at the 
myoneural junction, such as occur in myasthenia gravis, 
may also be detected by electromyography and so aid in 
the diagnosis of the disease. 

In considering lesions affecting the lower mo- 
tor neuron, one of the important contributions of 
electromyography is in localization. The presence of 
fibrillation potentials indicates denervated but still 
healthy muscle. If fibrillation potentials are widespread, 
the lesion is probably central in origin, except possibly 
in polyneuritis when positive diagnosis would depend 
upon the history and clinical findings. 

In a lesion of a nerve root, as by compression of 
an intervertebral disk, fibrillation will be confined to 
muscles innervated by this root. Sometimes there is 
more than one root involved and it will be in the dis- 
tribution of both the dorsal and ventral rami. This is 
quite significant because the fibrillation will occur in 
the erector spinae mass as well as in the musculature 
of the extremities because the plexuses are formed 
from the ventral rami of the nerves and the dersal 
ramus innervates the erector spinae mass. So if the le- 
sion is in the root fibrillation potentials will be found 
both in the erector spinae mass and in the distribution 
of the peripheral nerves. If it is a lesion involving 
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the plexus, it will be found only in the distribution of 
the ventral rami. The radial groove is a common area 
for a lesion to occur. Then muscles of the upper arm 
would show no fibrillation potentials but the muscles in 
the forearm or hand could. 

In differentiating between myopathic disease (dis- 
ease of the muscle fiber itself) and neuropathic disease, 
the character of action potentials on voluntary contrac- 
tion is most helpful. In myopathies there may not be a 
noticeable decrease in the total number of action poten- 
tials but there is a decrease in amplitude. The probable 
reason is that in myopathies, as in dystrophies, there is 
a progressive diminution in the number of fibers mak- 
ing up the motor unit so the over-all amplitude tends to 
decrease. In diseases of the peripheral nerves the am- 
plitude may be normal but there is a decrease in the 
number of potentials. 

The differentiations are not always simple. The 
electromyographer is at times faced with difficult deci- 
sions. Whatever his findings, they must always be cor- 
related with the degree of weakness and atrophy of the 
muscles and with information as to duration before it 
is possible to arrive at a satisfactory conclusion. 

So far electromyography has been considered in its 
role as an aid in diagnosis. It also has a very real role 
in prognosis. Damaged peripheral nerves can regen- 
erate ; there is electromyographic evidence of regenera- 
tion by a decrease in the fibrillation potentials. As the 
newly regenerated nerve fibers reach the muscle fibers, 
fibrillation ceases and new muscle action potentials ap- 
pear which are quite polyphasic in character and some- 
what low in amplitude. 

The interesting fact from the prognostic point of 
view as well as from the point of view of rehabilitation 
is that the evidence of reinnervation is known to the 
electromyographer before it is apparent to the patient. 
The electromyographer can see the decrease in fibrilla- 
tion potentials and the appearance of new motor units 
and can encourage the patient. There can actually be 
weeks between the electromyographic signs of reinner- 
vation and the actual ability of the patient to perform 
a contraction of the affected muscle. If, on the other 
hand, fibrillation potentials do not decrease and muscle 
action potentials fail to appear, the patient may be sent 
on to a surgeon. It may be that the regenerating fibers 
of the nerve are prevented by scar formation from 
reaching their proper destination. ; 

Information that reinnervation is progressing sat- 
isfactorily is of greatest value to the total rehabilitation 
of the patient. It is important that the muscle be kept 
in as good shape as possible awaiting reinnervation ; 
that is, that fibrosis and contracture be kept at a mini- 
mum. The electromyographer more than anyone else 
has the responsibility of signalling the end point of 
treatment. 

It is well known that in poliomyelitis the tibialis 
anterior is frequently very hard hit. If upon electromyo- 
graphic examination after a certain period there is 
absolutely no sign of reinnervation in the form of 
polyphasic action potentials or decrease in fibrillations, 
it may be best to recommend that the patient wear a 
brace and all efforts be directed toward the muscles 
which are showing better prognosis. 


The electromyographer may also determine whether 
or not there is to be surgical intervention. I can recall 
one case of idiopathic facial paralysis in a girl of 13. 
In this condition signs of recovery are expected after 
about 6 weeks. As far as the patient was concerned, at 
the end of 6 weeks her face was just as paralyzed as it 
was on the first day, but on the electromyograph, al- 
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though there were still signs of extensive atrophy, there 
were a few polyphasic units. In view of this finding, 
the neurologist was advised to wait a while to see what 
would happen. One month later the picture was only a 
little better. There were signs of reinnervation, but the 
patient still did not look very much improved. This 
went on for 4 months, before total recovery took place. 
Without electromyographic findings that patient very 
probably would have been subjected to operation long 
before that time. 

There are times when it is quite difficult to deter- 
mine clinically where some muscle weakness lies. It is 
possible with electromyography to detect weakness in 
muscles, which may be obscured by action of syner- 
gists; therefore, electromyography is of value in help- 
ing to plan an exercise program. 

In summary I would say that electromyography is 
an aid in diagnosis and prognosis. It is an aid in de- 
termining whether sufficient progress in reinnervation 
is occurring and in determining the end point of treat- 
ment. It is an aid in planning an exercise program and 
in muscle re-education, 

Dr. ANDREWS: Our next speaker will be R. Gil- 
bert Dorrance, D.O., of Pittsburgh, who has just been 
elected president of the American Osteopathic College 
of Physical Medicine and Rehabilitation. He is certified 
in physical medicine and rehabilitation. 


Rehabilitation of the patient 
with arthritis 


Dr. Dorrance: The goal of rehabilitation in ar- 
thritis is the same as the goal of rehabilitation in other 
diseases or disabilities: to restore the individual to the 
maximum function of which he is capable. We have 
heard several definitions of rehabilitation but the de- 
scription I like is that rehabilitation is the formal recog- 
nition of convalescence. That is a good phrase to de- 
scribe this third phase of medical care, the first being 
diagnosis and the second definitive medical and/or 
surgical treatment. 

The three main things that an arthritic or other 
physically disabled patient needs are: (1) To be able 
to walk and travel about; (2) to be able to care for his 
daily needs; and (3) to have maximum use of his 
hands. No patient should be discharged from an insti- 
tution unless he has reached his maximum ability in 
these three areas. Heat, manipulation, massage, exer- 
cise, electricity, and other modalities of physical medi- 
cine are very useful but functional activities are more 
important in the rehabilitation of arthritics. Training 
the patient to make the best use of what he has left can 
perhaps help to restore him to self-care and even to a 
useful occupation. 

Physical rehabilitation in arthritis begins on the 
day the patient can perform activities without aggravat- 
ing his disease. This, of course, may mean waiting 
until the acute phase of the disease has been brought 
under control. The degree of joint limitation must be 
determined in order to evaluate and recommend the 
proper rehabilitation. 

Measurement procedures in physical medicine and 
rehabilitation are, 1 think, a key point. Efforts to 
measure and evaluate and diagnose are made by the 
use of simple tests or elaborate machinery. Rehabilita- 
tive equipment need not be fancy or high priced ; much 
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of it is simple. Joint movement, for example, can be 
measured by a goniometer. A tape measure may be 
used in measuring the circumference of a leg or arm 
that is being treated for restoration of muscle power. 

Careful charting at each visit enables the physician 
to compared the condition of the joint or muscle group 
from visit to visit. The Veterans Administration hospi- 
tals use a good system in measuring this progress, and 
the National Foundation for Infantile Paralysis has a 
method of charting muscle power that is very satisfac- 
tory. They call 100 per cent muscle power 5-N or nor- 
mal; 75 per cent is 4-G or good, which means that 
there is a complete range of motion against gravity and 
some resistance but the muscle fatigues more readily 
than normal. Their grading of 50 per cent or 3-F 
means a fairly complete range of motion against gravity 
but the muscle will tolerate no resistance to its activity ; 
25 per cent is classified as 2-P or poor, a complete 
range of motion with gravity eliminated. The muscle 
group can move the joint if it is on a board that elimi- 
nates all gravitational friction. Ten per cent of normal 
means 1-T or a trace; there is just slight evidence of 
contraction; O means no evidence of contraction. S 
means spasm and SS severe spasm; C means contrac- 
ture and CC severe contracture. Only when the strength 
of a group of muscles is known can the danger of over- 
working weak muscles be avoided ; these simple clinical 
tests, as Dr. Gutensohn pointed out, should be supple- 
mented with electromyographic examination. 

The next step in the rehabilitation of arthritics is 
to determine the functional handicap. What can the pa- 
tient do? What can he not do under the demands of 
daily living? There are some ninety-nine activities that 
we all do and take for granted, but when arthritis is 
moderate to severe they are often restricted. Our prac- 
tice is to do a daily activities test on these people. It is 
a simple determination of what the patient can do at 
the start of treatment: Can he walk, dress, undress, eat, 
drink, and tend to his toilet care? All of these things 
are indicated in his chart. A self-care activities chart 


... rehabilitation in arthritis begins the 
day the patient can perform activities 


without aggravating his disease 


will help determine how the patient can cope with the 
demands of daily living. 

There are several steps in the physical rehabilita- 
tion of the arthritic patient. When the disease is fairly 
acute, the patient must use a firm mattress or a bed- 
board. The use of removable splints is recommended to 
partially splint certain joints in good position to prevent 
muscle contracture. Heat, of course, is the universal 
treatment, used three times a day for 10 to 30 minutes 
as hot fomentations, infrared lamp treatment, or paraffin 
baths. Certain muscle exercises can be done in bed, and 
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deep breathing exercises should be done several times a 
day. Passive exercises, in which all movement is ac- 
complished by the therapist, may be used or active as- 
sistive exercises may be recommended whereby the pa- 
tient assists the therapist in moving the joints. After 
the patient becomes semiambulatory there are exercises 
with gravity eliminated. The use of other things such 
as canes, crutches, and pools also help the diseased 
joint. 

The use of medications such as ACTH and corti- 
sone makes a more intensive physical rehabilitation pro- 
gram possible. These drugs often reverse the pathologic 
physiology in the joint but they do not change the mor- 
bid anatomy. The need for functional rehabilitation 
and muscular re-education is still there. Such medica- 
tion allows for a faster progress in physical medicine 
and rehabilitation. Exercise and stretching of the joints 
by hand may be repeated more often and resistive ex- 
ercise increased more rapidly, apparently with less 
muscle fatigue. 

If an arthritic has been treated in an institution 
and if he has arrived at the point where he can be dis- 
charged for home care, a very definitely prescribed pro- 
gram must be set up to get the best results. Under 
physical medicine and rehabilitation, the prescriptions 
are accurate. The day’s program may be somewhat in 
the following manner: 


7:30 a.m. Self-care, dressing, toilet care, et cetera 

8:00 am. Breakfast 

9:00 a.m. Heat in whatever form indicated, 20 to 30 
minutes, followed by exercise 5 to 15 min- 
utes, followed by occupational therapy 

10:00 a.m. Rest 1 hour 

11:00 a.m. Activity such as reading 

Noon Lunch 

1:00 p.m. Rest 

3:00 p.m. Heat, exercise, occupational therapy 

4:00 p.m. Recreation 

6:00 p.m. Dinner 

7:00 p.m. Entertainment 

8:00 p.m. Heat, exercise, occupational therapy 

9:00 p.m. Self-care and preparation for bed 


The home care program and progress must be fre- 
quently re-evaluated. It has been discovered at the 
Mayo Clinic that patients tend to lose interest unless 
the therapist or physician checks at least every month 
to see how things are coming, to make changes in the 
program, and to encourage the patient. 

Home care equipment is basically simple. Use of 
bakers or infrared lamps, massage, and all exercises 
can be carried out by a relative or friend who has been 
simply trained. A full-length mirror is advised in gait 
re-education. Apparatus such as bed-boards, splints, 
and cervical traction equipment may be used at home. 

There are also available rather simple self-help 
devices for the patient with arthritis. I would mention 
things like a high-seat chair for those in whom severe 
spine or hip arthritis greatly limits mobility. A chair 
with the seat raised 25 inches from the floor makes it 
easier for the arthritic with ankylosis of the hip joints 
to get up and down. The Institute of Physical Medi- 
cine and Rehabilitation in New York under Dr. How- 
ard Rusk has published several monographs, one of 
which is called “Self-Help Devices for the Arthritic.”?" 
This pictures simple things to help the arthritic and 
gives the source and the price. These devices do not 


replace the use of direct therapy but should be used to 
compensate for impediments that present a therapeutic 
impasse. 

There is an aluminum stick with a socket in the 
end into which are fitted appliances such as a long- 
handled comb. An arthritic with shoulder and arm im- 
pairment has difficulty using a regular comb but can 
manage with this device. A shoe horn fits into the same 
appliance, as well as other additions. All these things 
sound very simple, but they are extremely important to 
the impaired patient. They mean that he can care for 
his own needs and thus require less help from others ; 
this lifts his morale. All sorts of special eating tools 
are available, which are not expensive. Many types of 
crutches have been devised, and this monograph is full 
of suggestions and advice; it is emphasized that the 
equipment does not have to be complicated or expensive. 

Dr. ANDREWS: We have emphasized rehabilitation 
in our patients, rather than medical care. This has been 
done to answer questions which have come to us re- 
garding the subject of physical medicine and rehabilita- 
tion. We hope that this group of qualified experts has 
answered some questions. I want to thank them for ap- 
pearing on this program, and the audience for being 
present. 
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\ \ HEN I WAS A premedical student in a 


Philadelphia university, I thought I wanted to be a 
surgeon, and I seized every opportunity for contact 
with the gods of the specialty. In pursuit of such con- 
tact, several of us once sneaked into the surgical amphi- 
theatre of a well-known local hospital to watch the gods 
at work. 

In the pit, a loud-voiced, blustering figure dressed 
in sterile white but also wearing squeaking riding boots 
was conducting a one-man show. “Bring in my next 
case!” he shouted through the door to unseen assistants 
in the preparation room. Sobbing was heard, and a 
sheet-draped, terrified, weeping, half-anesthetized, mid- 
dle-aged woman was wheeled in. The surgeon looked 
at his chart. “Cholecystectomy,” he announced. The 
wails became louder. “Get her out of here!” the doctor 
blasted. “I can’t operate on anything like that. Bring 
on my next case.” 

Then and there I began to be interested in the emo- 
tional and psychologic elements of surgical problems. 
Why was this woman afraid? Of what was she afraid? 
What had been done to discover and help her under- 
stand and manage the cause of her terror? I became 
more and more interested in the feelings of people: 
their attitudes, the emotional effects of these attitudes, 
and the visceral and somatic alterations resulting from 
these attitudes and emotions, until finally I made human 
behavior my specialty. This may seem a far cry from 
my first interest. Actually it is not. The surgeon’s 
patients are human beings, and their symptoms, more 
often than not, are the result of somatic changes pro- 
duced by emotional conflicts. So I have only gone one 
step beyond my original aim of relieving suffering by 
cutting out the offending organ. I now try to help peo- 
ple find out how the difficulties really started. 

Surgeons have been long in learning that a neuro- 
sis is not subject to surgical extirpation. Surgical orien- 
tation has been chiefly along Biblical lines: “If thy 
right hand offend thee, cut it off... .” But a sufficient 
number of patients have retained their symptoms in 
spite of operations to cause surgeons to become inter- 
ested in what lies behind the patient’s symptoms. They 
have begun to see the full import of that old physician’s 
statement: ‘There is a patient who has the disease as 
well as the disease which has the patient.” 

All surgeons have had patients whose organic prob- 
lems did not respond to surgery, or who even became 
worse after surgery. The postsurgical progress may be 
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unsatisfactory, and convalescence prolonged because the 
surgeon is unaware of or does not understand the emo- 
tional reactions underlying the condition. 

A simple example may illustrate this best. You 
amputate the hopelessly crushed left leg of a young 
coal miner. You are able to make a well-padded stump ; 
there are no sutures at future weight-bearing or pres- 
sure points; healing progresses nicely, and you tell 
yourself, “That’s a fine bit of surgery, and the leg is 
making a wonderful recovery.” But do you think 
about the young man who is wondering how he will get 
along with only one leg; how he will support his fam- 
ily; whether he will be able to educate his children; 
how his wife will feel about a one-legged husband? 

The surgeon may believe that the chain of emo- 
tional and environmental alterations set off by the sur- 
gical procedure is outside his field of responsibility. 
Medical and social progress says otherwise. 

Those who have not made a practice of talking 
with patients about their inner feelings as well as their 
somatic sensations will perhaps find it difficult to be- 
lieve much of the material in the rest of this paper. 
They will think that these things may be true of other 
doctors’ patients but not of their own, because they 
are careful, conscientious surgeons. I anticipate this 
reaction and ask my readers not to close their minds 
a“ to readjust their prejudices before hearing the evi- 

ence. 

If the surgeon will begin a new habit of giving his 
patients a chance to talk about themselves as people 
and express how they feel about a proposed operation, 
he will find as immediate causes of preoperative anx- 
iety, and hence causes contributing to trouble in con- 
valescence, such factors as fear of mutilation, fear of 
being crippled, fear of death, and fear of economic 
complications. 

The surgeon can help his patient verbalize preop- 
erative fears, accept them, and adjust to them in most 
instances through the simple expedient of showing 
enough empathy to encourage the patient to talk. All 
surgeons want calm and relaxed patients, and sympa- 
thetic listening is the best way to give your patients the 
security that will enable them to relax and be calm. 
Those who like to understand psychodynamics fully can 
find in the literature evidence of the dynamic relation- 
ship (in the unconscious) between fear of mutilation 
and early castration fears. And there is a dynamic rela- 
tionship between fear of losing consciousness and fear 
of death as conscious fears, and the unconscious residu- 
um of the child’s idea of annihilation by the feared par- 
ent. But these dynantisms, while helpful to the doctor’s 
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understanding of the causes of his patient’s behavior, 
need not—in fact, should not—be actively used in the 
brief type of mental catharsis I am here recommending. 

Fears of the types just described are, unfortunate- 
ly, not the most challenging of the emotional factors in 
surgical problems. It is in the realm of the psycho- 
physiologic disorders (or, as they used to be termed, 
the organ neuroses) that the surgeon is most frequent- 


The surgeon can help his patient 
verbalize preoperative fears, accept them, 


and adjust to them in most instances 


ly confounded and emotionally outwitted by the uncon- 
scious conflicts of his patients. 

These are the patients about whom it is often said, 
“Unconsciously, they want to be sick.” I would make it 
even stronger and say that because of their psycho- 
dynamics, they must be sick. We all know that emo- 
tions such as fear, anger, resentment, guilt, hatred, 
shame, or embarrassment produce physiologic changes 
in the human body. The experiments of Cannon on 
physiologic effects of fear, hunger, pain, and rage form 
part of the basic teachings of physiology in medical 
schools today. 

We also know that weeping, laughing, blushing, 
changes in blood pressure and heart rate, or even dis- 
turbances of bowel and bladder function occur under 
strong emotional stress. But we must use psychologic 
as well as physiologic terms to describe fully the factors 
which produce these phenomena. We must include at- 
titude and past conditioning and symbolic meaning (all 
terms of psychologic significance) if we are to explain 
adequately why these behavioral aberrations result from 
emotional stress. We must understand that the con- 
tinually disturbed emotional status of a person may 
have its reflection in constant visceral dysfunction, and 
the vegetative disturbance will vary in correspondence 
with the chronic unrelieved emotional state. 

I refer the skeptical to the vast literature on the 
subject of psychophysiologic medicine, or recommend 
a reputable psychiatrist for assistance in critical self- 
evaluation if the physician’s orientation prevents him 
from seeing the obvious influence of the emotions on 
visceral functions. This influence is manifested most 
frequently through three body systems studied repeat- 
edly by the general surgeon: the endocrine, gastrointes- 
tinal, and urogenital systems. It is important to consider 
each of these systems and see how its emotionally 
produced dysfunctions are of importance in surgical 
diagnosis and treatment. 


Endocrine system 


Among the endocrine organs, the thyroid alone will 
be considered, because it is the organ most frequently 
subjected to surgical assault. 

Since 1925, when Lewis reviewed the literature 
and concluded that there was no consensus on the 
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pathogenesis of Graves’ disease, many writers have re- 
ported on the relationship of emotions to disorders of 
the thyroid gland. Thorn and Forsham: have this to say 
regarding etiology: “. . . however, in a large number 
of cases there is a clue in the correlation between epi- 
sodes of psychic trauma .. . or other types of stress 
at the onset of thyrotoxicosis.”? Even earlier Hyman 
and Kessel**> were more emphatic: “Our patients al- 
most without exception give a history of psychic trau- 
ma preceding or associated with the development of the 
symptoms of exophthalmic goiter.” 

But it was Conrad* who, after a detailed study of 
hyperthyroidism in 166 women and 44 men, made the 
first clinically validated summary of the dynamics in- 
volved. She found a history of psychic trauma in 94 
per cent of patients in the series and concluded that 
while the “classical neurotic” manifests his symptoms 
at a cortical level (in phobias, obsessions, and compul- 
sions) without somatization, the hyperthyroid patients 
express their conflicts in excessive energy discharged 
through the autonomic nervous system. When this psy- 
chopathologic condition develops in persons who have 
a constitutional defect, a hereditary predisposition, or 
previously acquired disease, the typical syndrome of 
hyperthyroidism develops. 


Because of their psychologic conditioning these 
people are not equipped to manage stress situations. 
They often respond poorly after operation. It seems 
wise, therefore, to evaluate the personal history of every 
patient before a decision is made about surgical inter- 
vention, especially since, as Mayo’ has said, “Graves’ 
disease is never an indication for emergency surgery.” 
When an adequate past personal history is taken, it 
will be found that there was one or more previous 
episodes of “nervousness” or “breakdown” before the 
onset of the hyperthyroidism. The patient will have 
emotional patterns suggesting (1) great need for rec- 
ognition and for dependence; (2) excessive self-love ; 
and (3) overconformance to accepted ideals. With these 
findings, no surgeon will question the need for psy- 
chologic preparation before operation and for psycho- 
therapy afterward. 

Ficarra® calls attention to a potentially serious 
problem in patients with symptoms suggesting hyper- 
thyroidism. His studies emphasize the ease with which 
mental disorders (neuroses) and thyroid disease may 
be confused. While I believe that surgeons are more 
cautious about operating on the thyroid than they were 
10 years ago, there is still a need for emphasis on the 
importance of differentiating thyroid disease from psy- 
chophysiologic asthenic reactions and from anxiety 
neuroses. Admittedly there may be an alteration of the 
basal metabolic rate in these neuroses, and the patient 
is certainly “nervous,” tense, anxious, and perhaps even 
restless and hyperactive. But these are all emotional 
effects, and should never of themselves lead a surgeon 
to a diagnosis of Graves’ disease. I had one such pa- 
tient whose family doctor and surgeon had made three 
successive determinations of basal metabolic rate until 
the final one was +30. The patient was operated on 
but the neckline scar did not change the neurosis. One 
year I had three such patients under my care simulta- 
neously, and there is scarcely a time when I do not 
have at least one among those under therapy. Most 
of these diagnostic errors occurred because the life sit- 
uation of the patient (which certainly would have given 
the key to the real problem) was not investigated. 

In addition to a past personal history (which is 
imperative) there are several tests which will rule out 
Graves’ disease: (1) No von Graefe’s sign, (2) blood 
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pressure at or near normal, (3) no increase in appetite, 
and (4) negative quadriceps test. These findings plus a 
past personal history that is positive for emotional dis- 
turbances will tell you that the problem is a neurosis, 
even if your patient does have a fast pulse and a basal 
metabolic rate of +40. 

I have not discussed radioactive iodine uptake, be- 
cause it measures only thyroid activity. It does not tell 
why the thyroid is hyperactive or hypoactive. Metab- 
olism can be markedly increased and the thyroid defi- 
nitely overactive in the patient showing the stress syn- 
drome with anxiety and restless hyperactivity. 


Gastrointestinal system 


The second of the three body systems mentioned 
earlier is of greater importance in the emotional econ- 
omy of man than is the endocrine system. We all know 
that the abdomen is “the sounding board of the emo- 
tions.” We all have experienced “butterflies” in the 
stomach, a lump in the throat, increased bowel activity 
during periods of stress. All are familiar with the very 
significant expressions that indicate emotional attitude 
in terms of gastrointestinal functions. “I can’t stomach 
that,” “I can’t swallow that,” and “That scared the guts 
out of me” are examples of such abdominal organ lan- 
guage. Yet this knowledge is too often pushed into the 
background when the patient comes to the surgeon 
with a complaint of abdominal distress. It is strange 
that a truth known to the physician from his own per- 
sonal experience is ignored when he assumes the role 
of surgeon. 

Of the entire gastrointestinal tract, the stomach 
and duodenum are the two areas most commonly 
brought to the surgeon’s attention. It is important to 
consider how the patient’s emotions are involved in 
gastric and duodenal problems that appear to be sur- 

ical. 
“ It has been 100 years since William Brinton® sur- 
veyed 1,100 autopsies of gastric ulcer patients, per- 
sonally observed 100 autopsies, and examined 150 living 
persons whom he treated for ulcer. He concluded that 
mental anxiety so often accompanies ulcer that it could 
be regarded as a more or less immediate cause. But the 
majority of doctors pay little more than lip service to 
the now generally accepted concept of ulcer as an end 
result of emotional disturbance. Their attitude seems 
to be: Yes, ulcer is an emotionally produced lesion, but 
I will treat the lesion and hope that the cause will go 
away. 

There appears to be an increase in the number of 
gastric resections for ulcer. Usually the surgeon and 
the family doctor say that they resorted to operation 
because the patient did not show satisfactory progress 
under conservative management. In the light of the 
known psychodynamics of peptic ulcer, if the conserva- 
tive management did not include intensive psychother- 
apy it was not adequate management. 

In an interesting little monograph which should 
be required reading for every physician, Sullivan and 
McKell’® have correlated the observations of internists, 
gastroenterologists, physiologists, surgeons, and psy- 
chiatrists concerning the dynamics of peptic ulcer. The 
ulcer patient is summarized as driving, active, versatile, 
successful, responsible, and determined, but also rest- 
less, overextended, conscientious, insecure, dissonant, 
and driven. The authors emphasize the importance of 
studying the life history and of the clinical use of re- 
cently gained knowledge of psychosomatic problems. 
Certainly the day is past—if it ever existed—when sur- 


geons could justly feel that their responsibility began 
and ended with operative management of the lesion. 

Even in those instances in. which a conscientious 
evaluation of the total situation indicates the necessity 
of surgical intervention, the patient must still be psy- 
chologically prepared. The patient’s body image of his 
stomach is intimately related to his needs for emotional 
sustenance (dependency), and removal of this organ 
often disrupts his total self-concepts unless he has been 
given an opportunity through preoperative psychologic 
preparation to ventilate some of his fears and reorient 
some of his self-concepts. Many instances of diarrhea, 
pain, spasm, and the dumping syndrome follow subtotal 
gastric resections in patients who were not psycho- 
logically prepared. 

Much could be said of the value of analytically 
oriented psychotherapy together with chemotherapy, 
diet, and osteopathic manipulative therapy in the man- 
agement of ulcer, but we are concerned with the sur- 
geon’s rather than the internist’s problems. I am con- 
vinced, however, that the patient’s emotional make-up 
is the factor of prime importance in peptic ulcer prob- 
lems, and that when psychotherapy is the prime method 
of treatment, fewer patients will become surgical prob- 
lems. 


At the beginning of this paper I reconstructed a 
scene with a tense and terrified patient scheduled to 
undergo cholecystectomy. Less well known to the lay- 
man but just as discernible to the clinician as emotion- 
ally produced gastric dysfunction is the effect of emo- 
tions on the biliary tract. This has been known since 
the time of Hippocrates. That ancient doctor was not 
familiar with twentieth century concepts of psychody- 
namics, but he was an astute clinician and a shrewd and 
accurate student and observer of human nature. His 
description of the “choleric temperament” could scarce- 
ly be improved on today. Yet some 2,000 years later, 
less than one surgeon in a hundred bothers to investi- 
gate the temperaments of his “gallbladder cases.” 


The relationship of hostility, misanthropy, and re- 
jection to both colonic and gallbladder dysfunction is 
becoming more apparent to surgeons who have oriented 
themselves in interpersonal relationships. Weiss and 
English" state that many so-called noncalculous cases 
are in reality upper digestive tract reflections of emo- 


... fear, anger, resentment, guilt, 
hatred, shame, and embarrassment produce 
physiologic changes in the human body 


tionally produced colonic disorders (mucous colitis) 
rather than gallbladder disease. To remove a gallblad- 
der in such cases is probably to invoke all the evil con- 
sequences of polysurgery. These are the patients whose 
gallbladders show stasis—the nonfunctioning gallblad- 
der in the x-ray report. These patients have pain and - 
discomfort, because their emotions are producing 
spasms of the sphincter of Oddi, of the common duct, 
and often of the bile duct in the same way that emotions 
produce spastic colitis. But when the gallbladder is re- 
moved, the pathologist reports it as normal, even though 
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the surgeon found it distended. If the pathologist tries 
to support the surgeon’s diagnosis, he will render a 
diagnosis of “cholesterosis.” 

A cholecystectomy is almost never an emergency 
procedure. Would it not, therefore, serve your patients 
and your profession better if you insisted on a past 
personal history from every patient with gallbladder 
symptoms? When you can see the total patient in his 
life situation, it is often apparent that the gallbladder 
is only obeying autonomic nerve impulses from an emo- 
tionally disturbed hypothalamus. It is surprising what 
good results can be obtained by superficial psycho- 
therapy. 

Although operation for so-called chronic appendi- 
citis is not nearly as common as it was when I started 
in practice, there are still occasions when abdominal 
discomfort is blamed on that hapless organ. Alvarez’* 
and others have shown the futility of performing an 
appendectomy when no history of acute attack can be 
obtained. The patient whose conflicts and guilt feelings 
are referred to the lower bowel may commonly com- 
plain of discomfort in the lower right quadrant. There 
may be an associated listlessness, disturbance of sleep, 
poor appetite, constipation, and headache. In Alvarez’ 
study of 225 appendectomy patients who had had no 
acute attack, only 2 were cured of their symptoms by 
operation. I have had many patients with a similar 
story who were led into repeated operations by the 
chronic appendicitis route. The following history briefly 
typifies these cases. 

The patient, a white woman, aged 45, gave as her 
chief complaint “terrific pain, bloating and gas, and 
nervousness.” Appendectomy had been performed for 
similar symptoms 15 years earlier. Symptoms persist- 
ed. After cholecystectomy 5 years later the patient 
“wasn’t a bit better.” There followed a perineorrhaphy, 
an exploratory laparotomy “to remove adhesions,” and 
a herniorrhaphy. A surgeon then told the patient her 
persistent symptoms were due to the steel clips placed 
in the abdominal wall during the herniorrhaphy. Fol- 
lowing this, a physician told her that a certain very 
potent and very expensive pill that was very difficult to 
obtain would cure her, but it didn’t. 

Polysurgery had complicated her neurosis by dis- 
torting her body concepts and fixing in her thinking 
the belief that her difficulties were primarily physical 
and could be surgically removed. Meanwhile, the roots 
of neurosis had grown 15 years deeper. The patient is 
now in her mid-iorties, and any improvement of her 
life adjustment will be immeasurably more difficult to 
effect than it would have been when she was thirty. 
A look into this patient’s past personal history before 
her first hospitalization would have made obvious the 
guilt-laden, obsessive-compulsive nature of her person- 
ality. 


Genitourinary system 


Emotional factors in surgical problems of the 
genitourinary system can be brought into focus by 
study of the uterus from the psychophysiologic view- 
point. The fact that man has long been aware of a re- 
lationship between emotions and the uterus is attested 
by the Greek word “hysteria.” In ancient Greece (and 
in too many instances in twentieth century United 
States), psychologic aberrations were thought to result 
from altered uterine function. Happily, an increasing 
number of physicians are finding the reverse to be the 
true relationship. 

The woman’s ideas, thoughts, feelings, and drives 
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are intimately interrelated with her uterus and _ its 
functions, and operation on that organ will have a spe- 
cial meaning to her. Her guilt feelings over masturba- 
tion or extramarital sex activity, her concepts of the 
feminine role in life, her feelings of personal worth, 
her ideas of giving and receiving love, her sadomas- 
ochistic concepts, her aggressiveness and hostility, her 
ideas of social disapproval—any combination of these 
emotionally charged concepts and attitudes may be dis- 
turbed when the uterus is surgically attacked. Many 
times I have heard patients cry after hysterectomy, 
“T’m just a hollow tube,” or “I’m just an empty shell,” 
or “I’m just a mockery of a woman,” or “My husband 
says I’m no good as a woman any more.” 

Every surgeon should be aware of the psychologic 
castration effect of the loss of the uterus. He should be 
certain that the woman is helped to accept this loss psy- 
chologically and to alter her mistaken fear about a 
resultant loss of femininity. This must be done as a 
part of the preoperative procedures. It is too late when 
the woman feels she has already been castrated. If the 
surgeon would contemplate his own reaction were he 
threatened with castration, I am certain his attitudes 
toward hysterectomy would change. 

I think it an important fact that many women 
are cervix-sensitive and do not achieve orgasm unless 
the cervix is repeatedly and rhythmically stimulated. 
This is a controversial subject among physicians, but 
my studies indicate that such is the case in at least 20 
per cent of women. To remove the cervix in such a 
woman is comparable to amputating the glans penis in 
the male. I have had a number of such women as pa- 
tients and their stories are identical: no orgasm after 
surgical removal of the cervix. 

Fortunately, however, these women possess the 
capacity, if psychologically prepared before surgery 
(and with the husband’s patient cooperation), to trans- 
fer their sense perception gradually back to the clitoris. 
Obviously, then, the matter of location of voluptuous 
sensations should be a part of the personal history of 
every female patient. 

In the woman who rejects her feminine role, there 
may be an unconscious wish to be rid of the organ that 
to her represents womanhood. The desire for elimina- 
tion of the uterus produces pelvic symptoms which send 
her to doctor after doctor until she finds one who will 
grant her wish and take out the unwelcome organ. 


Another common emotionally produced situation 
is that in which the woman fears surgery less than she 
fears something else. Often, though not always, she 
fears heterosexual adjustment and submits to almost 
any operation rather than enter into a normal role as 
wife and mother. These women always do well in the 
hospital, are reluctant to leave, and you can be sure 
they will be back. It is a mistake to operate on them. 
and each successive operation compounds the error. 
What they need is help in adjusting to a heterosexual 
life. The surgeons who does not look into the personal 
history of his patients may take the woman’s symptoms 
as evidence of primary organic disturbance while her 
neurosis continues. 


Many other types of emotionally produced uterine 
problems can be found in the literature. I have tried 
only to give an orientation in the ways in which certain 
aspects of human psychology produce surgical prob- 
lems. Each woman, however, becomes a problem for 
individual evaluation. We must remember the admoni- 
tion of Allbutt"® who stated in 1884: “Arraign the 
uterus, and you fix in the woman the arrow of hypo- 
chondria, it may be for life!” 
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Summary 


I may seem to be advocating an exchange of op- 
erating table for analyst’s couch. Actually, I have at- 
tempted to point out that the surgeon, because of his 
primary orientation in tissue pathology, is apt to be in- 
sufficiently aware of the tremendous influence that 
ideas, attitudes, beliefs, and fears exert on body struc- 
tures, especially those served by the autonomic nervous 
system. I have stressed the necessity for evaluation of 
the patient as a social unit by means of a past personal 
history as the only means by which the surgeon can find 
out about the patient’s relationships to his environment, 
both internal and external. 


I believe that a past personal history should be 
incorporated into the case record of every surgical pa- 
tient. A flat plate of the chest of every hospital patient 
has revealed how many unsuspected lesions? Blood ex- 
amination is routine also. How many cases of unsus- 
pected syphilis have been found through this laboratory 
test? If it is good rational preventive medical care to 
have these two tests made, is it not equally valuable to 
record the past personal history of every patient? For 
every patient’s emotional and psychologic make-up will 
influence his total symptom picture. 

Finally, I have indicated that psychologic preop- 
erative preparation is as vital to the total health and 
good recovery of the patient as is physical preoperative 
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: SARCOMA is one of the most 
commonly encountered primary malignant neoplasms 
derived from bone. The most widely accepted classi- 
fication of this bone tumor was first adopted by the 
American College of Surgeons Registry in 1928 with a 
revised classification in 1939.1 Before this, however, 
Ewing? had discussed the problems of classification of 
bone tumors. His article also contained the first account 
of the endothelial myeloma, the tumor which is now 
known by his name. The 1939 revised classification 
lists the subdivisions of osteogenic sarcoma as follows: 
1) medullary and subperiosteal; 2) telangiectatic; 3) 
sclerosing; 4) periosteal; 5) fibrosarcoma, medullary 
and periosteal; and 6) capsular and parosteal. The 
committee classifsed chondrosarcoma as a special group 


*Presented at the annual meeting of the American Osteopathie 
Academy of Orthopedics, St. Louis, Missouri, October 30, 1957. 
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preparation, and that psychotherapy is often a necessary 
though neglected part of the management of the con- 
valescence period. In most instances this management 
of the total patient can best be handled by the family 
doctor or the surgeon. 
926 E. 1ith St. 
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of tumors; Phemister,’ in 1930, was one of the first 
to emphasize the need for this distinction. The com- 
mittee also recognized reticulum cell lymphosarcoma, 
first defined by Parker and Jackson,* as a separate 
entity and removed liposarcoma from the myeloma 
series. More recently, Coley® has stated that fibrosar- 
coma should also be removed from the osteogenic 
group. 
A malignant as well as a benign form of giant 
cell tumor was admitted and a system of grading was 
suggested, which was soon superseded by the system of 
Jaffe, Lichenstein, and Portis® who based grading on 
stromal differentiation. They emphasized that the so- 
called variants have little in common with the true giant 
cell tumors or with one another. These variants have 
subsequently been defined as benign chondroblastoma,’ 
aneurysmal bone cyst, and chondromyxoid fibroma.°® 
In 1931, Geshickter and Copeland’ published a classi- 
fication based on histogenesis; for the first time the 
history of the specific types of tumor was correlated 
with therapy, plus the fact that all types of tumors 
arising in bone were presented. In 1949, these same 
authors" recognized chondrosarcoma and osteogenic 
sarcoma, subdividing the latter group mainly on roent- 
genographic appearance into osteosclerotic and osteo- 
lytic types. 

In Great Britain a classification by Scharff'? based 
on cellular appearance has been in use for many years. 
MacDonald and Budd** modified the nomenclature and 
classification of bone tumors as established by The 
Registry, and in the main they suggested a reversal of 
the usage in regard to the terms “osteogenic sarcoma” 


and “osteosarcoma.” In 1952, Price™* of The Bristol ° 


Tumor Registry suggested a system of grading osteo- 
genic sarcoma on the basis of the mitotic activity of the 
tumor cells, noting that great mitotic activity is indicative 
of poor prognosis. A classification published by Thom- 
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son and Turner-Warwick” in 1955 has only five cate- 
gories: (1) osteosarcoma, (2) chondrosarcoma, (3) 
fibrosarcoma, (4) spindle-cell sarcoma, and (5) giant 
cell tumor. Their classification is restricted to skeletal 
sarcomata arising from connective tissue and is of par- 
ticular interest from the standpoint of its relation to 
prognosis. Lichtenstein,’* in 1952, published a simple 
classification of the various types of bone tumors pro- 
viding clinical, roentgenographic, and histologic descrip- 
tions of each type, and describing the majority of the 
benign lesions which are likely to be confused with 
malignant lesions. 


Description of sarcomas 


Medullary and subperiosteal osteogenic sarcomas 
arise beneath the periosteum and infiltrate the cavity, 
replacing the marrow and elevating the periosteum. 
This characteristic area of reactive bone formation is 
commonly called Codman’s triangle. The shaft of the 
bone is destroyed and the periosteum is essentially 
perforated so that the tumor grows out into the sur- 
rounding soft tissue. 

Telangiectatic sarcoma of the bone is a rapidly 
growing, well-defined, highly vascular tumor. It starts 
in the ends of the shafts of the bones and rapidly de- 
stroys the bone by replacing it with soft red vascular 
tissue. It is one of the less common forms, and prog- 
nosis is poor. 

Sclerosing osteogenic sarcoma is a grayish-white 
firm tumor, between the cortex and periosteum on the 
shaft side of the epiphyseal line of the long tubular 
bones, which extends into the soft tissue, producing the 
characteristic “sun-ray” appearance in roentgenograms. 

Periosteal sarcoma is a rare neoplasm which is 
located on or encircles the shaft of long bones. This 
class includes only those spindle cell, non-bone-forming 
growths which do not destroy or produce bone but alter 
the adjacent bone by pressure from without. The ca- 
pacity of these tumors to metastasize varies greatly be- 
cause of their marked variation in cellular structure. 
Many of the patients who survive osteogenic sarcoma 
belong in this group, of which the malignant potential 
is low. 

Fibrosarcoma of the bone may arise on the peri- 
osteal or endosteal surface. In general these tumors 
are of a low grade of malignancy, and the prognosis is 
often good if treatment is prompt. 


Capsular and parosteal sarcoma, which are encoun- 
tered rarely, occur in connection with soft tissues 
around the joints and bones and themselves produce an 
osteoid tissue. 


Etiology 


In spite of numerous investigations on this subject 
the cause of malignant bone tumors remains unknown. 
Of the many theories advanced, some are tenable and 
have practical value while others are pure fantasy. 
Brunschwig and Bissell’’ produced osteogenic sarcoma 
experimentally by using radium, roentgen rays, and 
carcinogenic chemicals. Janes, Higgins, and Herrick" 
produced osteogenic sarcoma in rabbits by injecting 
beryllium. 

A popular theory for the cause of bone tumors con- 
cerns embryonic and adult cell rests. Hereditary factors 
have also been suggested and demonstrated in some 
tumors. It is controversial whether direct or indirect 
bacterial infection may produce bone sarcoma. Trauma 
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is widely believed to be a precipitating agent ; Moore’® 
has stated that up to 40 per cent of patients with bone 
sarcomas gave a history of recent trauma. However, 
Haas”° has set down some criteria for considering the 
trauma to be of etiologic importance: Sufficient trauma 
to produce tissue injury at the place the tumor is found ; 
no tumors present at the time of accident; a sufficient 
interval between the injury and the time of tumor 
growth ; and persistent tissue disturbance from the time 
of injury to the time of tumor development. Since so 
many fractures are seen without associated tumor de- 
velopment, there is little evidence that trauma is the 
only etiologic factor. 


Sex and age incidence 


Males are more often affected by osteogenic sar- 
coma than are females, with the greatest incidence being 
in the second and third decades. Its character appears 
to be more lethal in children under 10 years of age, but 
the outlook is more favorable for those in the upper 
age bracket. Although the next greatest incidence is in 
older adults with Paget’s disease—a conservative esti- 
mate is that osteogenic sarcoma occurs in 10 per cent 
of all cases, it may also be found in patients 30 years 
of age and older who show no evidence of Paget’s dis- 
ease. It is roughly estimated that one out of every 
100,000 persons has bone sarcoma." 


Distribution 


The majority of osteogenic sarcomas originate in 
the metaphyseal regions, with common sites being the 
end of the femur, upper end of the tibia, and upper 
end of the humerus, in the order indicated. They may 
occasionally be encountered in the vertebral column, in 
the jaw bone, in the ilium, and rarely in other sites. 


Clinical signs 


Pain and swelling of the affected area are the most 
common complaints associated with osteogenic sarcoma. 
Often the patient dates his trouble from an injury. As 
the swelling progresses it takes on the shape of a dif- 
fuse, often eccentric fusiform tumor of the underlying 
bone. With increase in size of the tumor, the skin over 
it becomes stretched and smooth and shiny in appear- 
ance. The superficial veins are frequently dilated. Dis- 
ability is variable since actual invasion of the affected 
joint is unusual in far-advanced cases. Cough, pain in 
the chest, and hemoptysis are late symptoms of pulmo- 
nary metastasis. In patients with metastases or rapidly 
growing sarcomas, appreciable weight loss and marked 
secondary anemia may be present; in this situation 
pathologic fracture may occur. 


Diagnosis 


The investigation of a case should include a care- 
ful history and physical examination as well as roent- 
genographic and laboratory evaluation. From a labora- 
tory standpoint, there are no significant changes in the 
serum calcium or phosphorus levels. Woodard and 
Higinbotham*”? have shown that the serum alkaline 
phosphatase is elevated in osteosarcoma and is highest 
in the presence of metastasis. If the phosphatase is ele- 
vated before treatment and fails to decline to normal 
following treatment, the outlook is poor because it indi- 
cates either residual disease or metastasis. If it falls 
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to normal following treatment and remains normal for 
a period but rises again, this also is almost certain evi- 
dence of metastasis. Biopsy is indicated in nearly all 
cases and should be routine prior to a mutilating opera- 
tion to rule out lesions most frequently diagnosed er- 
roneously as osteosarcoma. 

Before reviewing the roentgenogram as a whole, 
each individual structure should be studied: overlying 
soft tissues, periosteum, cortex, medullary canal, 
epiphyseal plate, epiphysis, and articular cortices may 
be systematically examined. Roentgenographic recogni- 
tion of osteogenic sarcoma depends largely upon how 
clear the signs are of subperiosteal extension and corti- 
cal perforation, and upon how evident the tendency to 
new bone formation within the tumor happens to be. 
In many cases both of these features will be so obvious 
that it will be relatively easy to interpret them. 

Since the majority of osteosarcomas appear to 
originate in the cambium layer of the periosteum, this 
structure must be scrutinized for the early changes 
characteristic of this tumor. If tumor bone forms early 
in the subperiosteal mass, the spicules tend to possess 
a fine caliber, radial alignment, and little calcium. A 
soft tissue roentgenographic exposure frequently gives 
the best portrayal of the early changes. A reactive tri- 
angle appears early in some instances and may be the 
only indication of the presence of a periosteal mass. In 
a somewhat later stage, when tumor bone is a prominent 
feature, the typical shaggy sun-ray spicules may take 
shape. In a still later stage, the extracortical mass may 
be so densely consolidated that the sun-ray structure 
entirely disappears. 

When the tumor originates either in the cambium 
cells of the periosteum or in the cortex proper, there 
are relatively early localized changes in the cortex. 
These changes are represented by a surface area of 
cortical erosion and by localized osteoporosis. Cortical 
changes are limited to one aspect of the host bone, 
differing from the widespread riddling of the cortex 
seen in many diffuse endotheliomas. In sclerosing osteo- 
blastic sarcomas the cortex may actually reveal an in- 
crease in density at the site of the tumor. This is from 
the deposition of dense tumor bone following the re- 
sorption of the normal cortical bone. In osteolytic os- 
teosarcomas, a central destructive lesion frequently 
destroys the cortex from within. This destructive proc- 
ess proceeds so rapidly that no appreciable reactive 
periosteal bone forms on the surface to give rise to 
expansion of the cortex. 

Metaphyseal cancellous bone and its marrow may 
be replaced extensively with tumor bone, thereby pre- 
senting increased density in the roentgenogram. The 
process begins eccentrically and spreads across the 
metaphysis, down the medullary canal, and into the 
epiphysis. An accurate indication of the extent to which 
the tumor has advanced down the medullary canal is 
seldom portrayed in the roentgenogram. Perforations 
of the epiphyseal plate cannot be detected until they are 
of considerable size. As with osteoporosis of cancellous 
bone from other causes, it is the transverse trabeculae 
that disappear first. This phenomenon is sometimes re- 
flected in the roentgenogram by what appears to be an 
increased coarseness of the trabecular pattern. 

Perpendicular striations of new bone within the 
subperiosteal tumor are frequently seen, but this is not 
always a specific sign of osteogenic sarcoma. It may 
be observed on occasion in Ewing’s sarcoma, metastatic 
carcinoma, and even tuberculosis of the long bones. 

A low-grade fever and leukocytosis are frequently 
present in the latter stages of the disease, but do not 
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usually reach the high level seen in myelomas and en- 
dotheliomas. 


Pathologic anatomy 


Gross examination shows the diseased bone to be 
expanded by a solid tumor, the incised surface of 
which has visible or palpable bony areas. The bone cor- 
tex is eroded, and there is penetration of thé periosteum 
with involvement of the associated soft tissues. At one 
end of the scale of bone densities is the sclerosing sar- 
coma type with its bone of ivory white density and at 
the other end of the scale the telangiectatic type of sar- 
coma with its great vascularity, soft to firm consistency, 
and a minimum of tumor bone. In the middle lie the 
periosteal and medullary types of sarcoma in which 
neither sclerosis nor lysis predominate but both are 
present. 

Although most examples of osteogenic sarcoma 
have a characteristic appearance, the final diagnosis is 
confirmed by histologic findings. In osteogenic sarcoma 
these features are extremely variable. However, no 
matter what the pattern may be in a specific instance, 
the essential criteria for diagnosis are the presence of 
a sarcomatous stroma and the direct formation of 
tumor osteoid and bone by this malignant connective 
tissue. The connective tissue stroma may be composed 
of large spindle-shaped cells or may be completely 
anaplastic and show a polymorphous cellular pattern 
with the presence of tumor giant cells. Dispersed with- 
in this sarcomatous stroma may be seen fields in which 
osteoid and osseous transformation is in active prog- 
ress. If the tumor is one in which little osteoid and 
osseous material is laid down, the original spongy bone 
undergoes resorption and dissolution but if the sarcoma 
is one that displays osteogenesis it can be noted in the 
sclerotized areas within the interior of the affected bone 
area that the deposits of tumor osteoid and bone have 
been constructed around the original spongy bone 
framework or have extended between the trabeculae 
with consequent obliteration of the marrow spaces. 

Metastasis in osteogenic sarcoma occurs almost ex- 
clusively by hematogenous spread. Pulmonary metasta- 
sis is common, and in rare instances the metastatic 
tumor cells may pass through the lungs and set up 
metastatic foci in the brain, skeletal system, and even 
abdominal viscera. Metastasis to the regional lymph 
nodes also takes place, although this appears to be an 
infrequent occurrence. Osteogenic sarcoma usually de- 
velops in patients with Paget’s disease only if it is fairly 
extensive and of long standing. Commonly only one 
bone manifests malignant changes; however, the de- 
velopment of two or more sarcomas within bones trans- 
formed by Paget’s disease may be seen. It is pertinent 
to note that the development of chondrosarcoma has 
also been observed in bones affected by Paget’s disease, 
although this is unusual.”* 


Differential diagnosis 


The diagnosis of osteogenic sarcoma in an ad- 
vanced case may not be difficult to make, but there are 
instances in which the condition is mistaken for other 
pathologic lesions. The conditions which may simulate 
osteogenic sarcoma are: (1) endothelioma, (2) chon- 
drosarcoma, (3) giant cell tumor, (4) reticulum cell 
sarcoma, and (5) metastatic cancer. More rarely these 
conditions may be misleading: (1) scurvy, (2) osteo- 
myelitis (pyogenic, syphilitic, and tuberculous), (3) 
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traumatic and post-traumatic conditions (periosteitis 
and myositis ossificans), (4) solitary bone cyst, (5) 
eosinophilic granuloma, and (6) gout and rheumatoid 
arthritis.?® 

Endothelioma frequently has its origin in the meta- 
physeal region of a long bone and produces pain, swell- 
ing, and disturbed function, but it does not produce 
tumor bone. The lamellar appearance parallel to the 
long axis with the tendency to involve the greater extent 
of the shaft helps distinguish it from osteogenic sar- 
coma. Also of great importance is the fact that it is 
rare in persons past the age of 30. 

Chondrosarcoma is diagnosed by the presence of 
a typical cartilage which forms the predominant tissue. 
Some chondrosarcomas undergo ossification ; when this 
occurs they are frequently confused with osteogenic 
sarcoma. This tumor occurs at all ages from 10 years 
of age to 80 years of age and is only slightly less com- 
mon in the older age groups. 

The giant cell tumor begins in the epiphyseal end 
of the bone reaching the shaft later by progressive ex- 
tension. It usually occurs in the 20- to 40-year-old 
group and shows little difference in its incidence in the 
sexes. The most difficult problem in differential diag- 
nosis exists in the presence of malignant giant cell 
tumor in view of its resemblance to osteogenic sarcoma. 

Reticulum cell sarcoma is a rare tumor which 
closely resembles endothelioma. Both this tumor and 
endothelioma are radiosensitive and their response to 
therapeutic x-ray is significant evidence; however, 
histologic study is the deciding factor. 

Metastatic cancer can simulate osteogenic sarcoma 
especially when only one area of involvement is demon- 
strable. Careful search for a primary source elsewhere 
may make the diagnosis but even if none is found it 
cannot always be assumed that the lesion is sarcoma. 
In patients over 30, if more than one area of bone in- 
volvement is found, the greatest likelihood exists that 
the origin is sarcoma. In patients over 40 the likelihood 
of a suspected osteolytic lesion being metastatic rather 
than primary is better than two to one. 


Treatment and prognosis 


The three basic forms of treatment that have been 
utilized are radiotherapy, radical surgery, and a com- 
bination of irradiation and surgery. The treatment of 
osteogenic sarcoma must be on an individual basis. The 
character of the tumor, its location, and its size will in- 
fluence the surgeon as to what therapeutic measures are 
necessary. 

It is difficult to advise amputation in a rapidly 
growing, highly malignant sarcoma in a young child in 
view of the particularly poor prognosis; there almost 
invariably is early metastasis. In general, amputation 
is used as an attempt at permanent cure or as a pallia- 
tive measure for relief of pain and to rid the patient of 
a useless and often infected extremity. Where the pro- 
cedure is obviously one of palliation, the life expectancy 
with and without amputation must be considered; if 
life expectancy is short, amputation probably should not 
be undertaken. Osteogenic sarcoma is extremely radio- 
resistant, and results obtained solely by irradiation have 
not compared favorably with those of early amputation. 

Preoperative radiation in young children may in- 
crease the survival rate. Shanks** states that preampu- 
tation irradiation to a high level can be expected to 
reduce the viability of the tumor mass, and thus im- 
provement in the survival figures may occur. Platt’s*® 
5-year survival in all types of bone sarcoma with sur- 
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gery alone was 14.3 per cent. Coley and Pool*® reported 
a 5-year survival of 22 per cent. Lichtenstein’® states 
that the 5-year survival rate is probably no higher than 
10 per cent. Tudway*’ suggests that roentgen therapy 
is not merely of use as a palliative agent but may have 
a principal part to play in radical treatment. Cade” 
favored preamputation irradiation. The many published 
accounts of osteogenic sarcoma with a 5-year survival 
rate of 20 to 30 per cent or higher are most surely 
based upon the. inclusion in the reported case material 
of lesions other than osteogenic sarcoma. 

The discouraging outlook in treating osteogenic 
sarcoma is not due to any significant delay in care but 
to early metastasis even in the face of negative findings 
at examination. As long as there is any likelihood of 
cure following amputation and irradiation, limited 
though it may be, it must be recommended as the only 
hope for survival known at the present time. 


Case report 


A 15-year-old white male was admitted to the hos- 
pital on November 17, 1954, with the history of pain 
and swelling in his left knee. Two weeks before, he had 
received an injury to the knee while playing football; 
when the pain persisted, he was treated for a sprain by 
his family doctor. In the hospital, his condition follow- 
ing roentgenographic study was diagnosed as osteomye- 
litis for which he received antibiotic and immobili- 
zation therapy. Since the symptoms persisted, further 
evaluation was felt necessary, at which time I saw the 
patient. 


Fig. |. Anteroposterior and lateral views of osteogenic sarcoma of distal end 
of left femur on November 18, 1954. 


On examination the left knee appeared very 
swollen and the skin was stretched in appearance with 
some dilatation of the superficial veins in the knee. The 
lymph glands in the left groin were swollen and tender 
to palpation. On November 23, 1954, roentgenograms 
revealed erosion of the lateral distal left femur cortex 
and periostea! lifting at the upper limit of the mass. 
Strands of calcified material were seen radiating out- 
ward into the tumor. No invasion of the joint or in- 
volvement of the cartilage could be seen. Further roent- 
genograms of the long bones, pelvis, spine, and skull 
showed no pathologic change. The urinalysis, serum 
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calcium, and serum phosphorus were all within normal 
limits. The serum alkaline phosphatase was elevated to 
20 K.A. units. The sedimentation rate was elevated to 
30 mm. per hour, and the complete blood count showed 
slight leukocytosis. There was no evidence of venereal 
disease. 


Fig. 2. Anteroposterior and lateral views on November 3, 1954, showing 
rapid growth of tumor. 


A biopsy was performed by the family doctor and 
the reports from two pathologists gave a diagnosis of 
aggressive osteogenic sarcoma. At this point the patient 
was in severe continuous leg pain and had lost over 30 
pounds in weight. Roentgenograms of the lungs were 
negative. Then as a palliative measure for relief of 
pain and to rid the patient of the early gangrenous, in- 
fected extremity at midthigh, I performed an amputa- 
tion. Within 2 weeks the stump incision was completely 
healed and the patient was up and around on crutches. 
At the end of 3 months he returned to school using a 
prosthesis donated by a local orthopedic brace company. 
Within 9 months of the amputation the patient had 
chest pain and cough and soon developed hemoptysis. 
Roentgenograms revealed pulmonary metastasis. The 
patient died within 2 weeks. 


Summary 


Osteogenic sarcoma has been discussed. One case 
of osteogenic sarcoma occurring in a young male has 
been presented. The necessity for physical examination, 


> During the past few decades children’s surgery has 
slowly been emerging as a specialty of general surgery. 
As progress has been made in the surgical care of hitherto 
universally fatal diseases and deformities of infants and 
children, demand has arisen for men trained to apply 
these advances in knowledge. A generation or more ago 
it slowly became apparent that sick children required the 
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Pediatric surgery is growing up 


roentgenograms, laboratory studies, and biopsy to make 
an accurate diagnosis has been pointed out. The types 
of therapy and prognosis have been discussed. 

vi 
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care of trained pediatricians. In a similar manner the 
specialties of neurosurgery, gynecology, urology, and a 
host of others arose in response to need. It now is begin- 
ning to be accepted that surgical diseases of infants and 
children likewise require specialized care. No specialty 
is fashioned: it grows.—Willis J. Potts, M.D., Journal 
of the American Medical Association, February 1, 1958. 
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METABOLIC 


response to surgical 


STRESS 


Detection and management* 


JOSEPH P. FRESOLONE, B.S., D.O. 
Philadelphia, Pennsylvania 


(Continued from the February JourNnaL) 


Abnormal metabolic responses 
of surgery 


Deviations from normal surgical convalescence can 
be identified by clinical, chemical, and hormonal means, 
both in the preoperative and postoperative periods. A 
surgeon who has good insight into normal and abnormal 
surgical metabolism can convert an abnormal response 
to a normal one by treatment with certain hormones, 
and administration of water, electrolytes, and calories 
in appropriate amounts. However, these must be given 
at a time in surgical convalescence when they can be 
effective. There are no pure states ; several types of ab- 
normal responses may overlap in the same patient, but 
observations at the bedside have permitted delineations 
of abnormal patterns of convalescence. The purpose 
of this section is to describe these abnormalities and 
present criteria for their detection. 

Moore and Ball? have described, from their exten- 
sive investigative work, four abnormal metabolic re- 
sponses into which the great majority of disorders of 
surgical convalescence can be categorized. These re- 
sponses are: 

1. The excessive metabolic response 

2. The extrarenal response 

3. The depletion response 

4. The hypoadrenal response. 


Excessive metabolic response 


The excessive response is greater in depth and 
duration than the normal response. The change from 
the first stage to the second stage of convalescence is 
slower, and biochemical and clinical changes are much 
more pronounced. 


Biochemical changes.— 


1. Nitrogen: The initial increased nitrogen excre- 
tion continues or increases in magnitude beyond the 
seventh day, and negative nitrogen balance persists. 


*This paper was submitted to the faculty of the Philadelphia College 
of Osteopathy in partial fulfillment of the requirements for the degree ef 
Master of Science. 
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2. Potassium: Potassium excretion in increased 
amounts up to 70 to 150 mEq. per day continues, in- 
stead of a stepwise dropping from the third day on. 
Negative potassium balance persists. 

3. Sodium: In face of strong positive sodium bal- 
ance, hyponatremia may be of greater magnitude. 

4. Adrenals: The eosinophil count may be low or 
zero for many days or weeks. Urinary steroid excre- 
tion may be high and persist at this level, though this 
feature has not been established. Hypokalemia and 
metabolic alkalosis will ultimately develop if this re- 
sponse continues untreated. If extrarenal losses of 
water, electrolytes, and nitrogen are occurring daily 
without sufficient replacement, extrarenal response will 
be superimposed on the gathering metabolic storm. 

5. Urine: Volume is usually 500 to 1,000 ml. per 
day with a median specific gravity of 1.015 to 1.020. 
Urinary nitrogen and potassium content is high, while 
sodium and chloride are low. 

Clinical description and recognition.— 

1. Historically: This response can be anticipated 
when massive trauma or a prolonged and extensive sur- 
gical procedure has occurred. 

2. Clinically: The patient’s listlessness and apathy 
persist beyond the fifth postsurgical day, and he fails 
to have interest in his surroundings, including food. 

Peristalsis remains sluggish or absent beyond the 
fourth to seventh day. Loss of body weight proceeds 
more rapidly than in normal first and second stages and 
continues beyond the usual period. Elevation of the 
temperature persists. The patient lacks strength and 
initiative to move about; he becomes withdrawn and 
has a negative attitude toward his outcome; mental de- 
pression is prominent, and he refuses visitors. 

Oliguria may persist, and the expected diuresis on 
the fourth to seventh day is absent or not of the pre- 
dicted volume. 


Extrarenal response 


This response occurs when losses of water, electro- 
lytes, and nitrogen are through avenues other than the 
kidneys. These losses may result from intestinal ob- 
struction, diarrhea, vomiting, localization of large quan- 
tities of water and electrolytes in peritonitis or thermal 
injury, massive purulent exudates, or intestinal fistulas. 
Because of inability to ingest food, the patient will be 
losing calories as he metabolizes his own tissue; starva- 
tion may become a dominant feature. 

Biochemical changes.— 

1. Nitrogen: The negative nitrogen balance is well 
out of proportion to the estimated magnitude of the sur- 
gery and usually refractory to administration of large 
quantities of amino acids and nitrogen postoperatively. 
This is especially true in conditions in which quantities 
of nitrogen are lost in gastrointestinal discharge, 
through a burn, by purulent exudates, or into burn 
edema. The lower intestinal tract contains large quan- 
tities of nitrogen, which means that the loss of nitrogen 
is greater in diarrhea than in vomiting. 

2. Potassium: On the day of operation or trauma 
marked loss of potassium in the urine may occur when 
the patient is already depleted from extracellular potas- 
sium losses. Urinary losses of potassium are abruptly 
cut back within 12 to 18 hours after trauma, resulting 
in remarkable renal conservation of potassium even 
though there have been large extrarenal potassium de- 
pletions. 

3. Sodium: There may be hyponatremia, but in 
the presence of extrarenal losses, renal losses of sodium 
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are minimal. Urine sodium may be as much as 5 mEq. 


per day even though extrarenal losses have been large. 

In vomiting, hypokalemia with alkalosis is a likely 
reaction; with diarrhea the tendency is toward meta- 
bolic acidosis and more extensive nitrogen depletion. 
Blood chemical findings will reflect the emphasis of 
depletions most accurately. 

Clinical description and recognition.— 

1. Historically: This response can be recognized 
when there is evidence of any bodily losses resulting 
in marked dehydration. Thirst may be prominent or 
absent when there is emphasis on electrolyte losses with 
the body sacrificing tonicity to maintain volume. 

2. Clinically: These patients do not show the ex- 
treme listlessness and apathy seen in the excessive re- 
sponse. There is more general interest and desire to 
get well. The loss of weight is not as great as in the 
extensive response and is less than that predicted on 
the basis of sodium loss. Blood pressure is frequently 
labile, and late in the course veins may appear empty 
and fill poorly in a dependent position. Signs of potas- 
sium depletion may be present if there have been large 
extrarenal losses of potassium. When extrarenal so- 
dium losses dominate the picture, manifestations of so- 
dium depletion shock may develop with a falling sodium 
concentration, and rise in serum protein, hematocrit 
reading, and potassium. 

The urine volume varies, but oliguria results from 
a contracted volume of extracellular water and inade- 
quate perfusion of the kidney with consequent decrease 
in filtration. At this time the specific gravity will tend 
to come into isotonicity with plasma, being approxi- 
mately 1.010. 


Depletion response 


The depletion response may be manifested in a pa- 
tient who has chronic illness, who has sustained starva- 
tion, or who has sustained an accidental trauma a few 
days before an extensive surgical procedure is carried 
out. This response is mostly characterized by a marked 
decrease in both the magnitude and the duration of 
metabolic response. A patient with long-standing dis- 
ease may also be identified by this seemingly minor 
metabolic change after surgery. 

Biochemical changes.— 

1. Nitrogen: There may have been negative nitro- 
gen balance preoperatively, and this continues in the 
postoperative period. This negative balance may be 
small. 

2. Potassium: The increased potassium excretion 
may only reach 40 to 60 mEq. and then drop off step- 
wise in 24 to 36 hours, rather than in 72 to 96 hours; 
potassium excretion rises little. 

3. Sodium: There is no marked sodium conserva- 
tion, nor does hyponatremia occur postoperatively to 
the extent that it does in a nondepleted patient. 

4. Adrenals: Eosinophil count may fall but little. 

5. Urine: Oliguria is not as marked, and urine 
volumes of 1,200 to 2,000 ml. are not unusual on the 
first postoperative day. This does not constitute a good 
sign. 

Clinical description and recognition.— 

1. Historically: A person who has been chronical- 
ly ill and is inadequately nourished, but has no obvious 
water, electrolyte, or nitrogen losses, may act on the 
first postoperative day as though nothing at all had hap- 
pened. This is not a good sign and should alert the 
physician for development of complications during con- 
valescence. 
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2. Clinically: A patient who has a friendly smile 
and is pleased with himself, as the aged frequently ap- 
pear after surgical procedures, is a happy sight to see, 
but the physician should be aware that this is not a 
good or normal response. Such a patient has a much 
shorter and shallower adrenergic-corticoid stage; he is 
liable to develop edema and sodium retention, hypo- 
proteinemia, thromboembolic disease, or wound de- 
hiscence. The unexpected lack of response is the most 
striking characteristic of the depletion response. 


Hypoadrenal response 


The hypoadrenal response may appear as a com- 
plication in the course of the other responses. This re- 
sponse occurs in patients with a transient or chronic 
adrenal insufficiency of varying magnitudes. 

Biochemical changes.— 

1. Potassium: The serum potassium may be slight- 
ly elevated. 

2. Sodium: The serum sodium concentration may 
be low. 

3. Adrenals: A high eosinophil count following 
surgery, with failure to fall, is helpful in identification. 
Therapeutic response to cortisone is evidence of this 
response also. 

4. Urine: Oliguria is persistent. A decrease in glo- 
merular filtration rate occurs. There is high concentra- 
tion of sodium and low concentration of potassium in 
the urine. Also, low levels of urinary excretion of 
adrenal degradation products are observed. 

Clinical description and recognition.— 

1. Historically: A patient who has had prolonged 
and stormy convalescence following minor illnesses or 
traumata is suspect. Adrenal cortical insufficiency may 
become apparent when the patient fails to manifest a 
normal metabolic response to a surgical procedure. 

2. Clinically: This response is also recognized by 
failure to maintain adequate blood volume, and hence 
by a decline in blood pressure with postural hypoten- 
sion or diminution in blood pressure on assuming an 
upright position. Adequate blood replacement does not 
seem to influence the blood pressure level. Oliguria is 
a constant rule. Pigmentation of skin and mucous mem- 
branes is a classical sign of a severe hypoadrenalism 


The physician must be constantly 
alert to the clinical signs 
and biochemical data identifying 
entry into.an anabolic phase 
this point urge 
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such as Addison’s disease. The blood urea nitrogen 
may be elevated. 


Symptoms and signs of dehydration, nausea and 
vomiting, and small pulse volume may aid in recogni- 
tion, along with subnormal temperature, early and later 
hyperpyrexia, confusion, hallucination, stupor, and 
coma. Peripheral vascular collapse follows in the un- 
treated patient. 


Management of 
abnormal metabolic responses 


Excessive metabolic response 


Avoidance of operative trauma to as great a degree 
as possible constitutes the best therapy. However, 
Whenever operation is necessary, the physician must 
maintain close control by frequent clinical observations 
and balance data to enable him to determine the point 
at which therapeutic interference is advisable. 

It becomes important to administer calories and 
nitrogen in quantity after the fifth day, even though 
the patient does not exhibit hunger or desire for food, 
since convalescence cannot be successfully completed 
unless calories are taken in the anabolic stage. Positive 
nitrogen balance in the first few postoperative days is 
not desirable and is practically impossible to attain. 
Such attempts simply result in further increase in 
nitrogen excretion rates. In the excessive response 
stage, it may not be possible to induce nitrogen loading 
after the fifth day, but increases in calories and nitrogen 
will allow anabolic events to begin at the earliest pos- 
sible time. This increase can be accomplished with oral 
protein, intravenous protein hydrolysates, or tube feed- 
ing, using a formula of proper metabolic mixture— 
about 2,500 to 3,000 calories, 50 per cent carbohydrate, 
28 per cent protein, and 22 per cent fat. 


Protein hydrolysate alone will not be utilized under 
the best conditions unless caloric intake is adequate and 
the metabolic mixture good. The calorie-nitrogen ratio 
in the postoperative state necessary for adequate utiliza- 
tion is not yet known. It is known that 400 calories per 
day as 5 per cent glucose in water plus intravenous pro- 
tein hydrolysate providing 12 grams of nitrogen will be 
associated with nonutilization of the hydrolysate. For 
maximal utilization of 12 grams of nitrogen, 2,400 cal- 
ories are required.** 


To promote nitrogen loading the use of androgens 
has been advocated. Testosterone propionate decreases 
nitrogen excretion and presumably promotes anaboliza- 
tion of nitrogen in the healthy nontraumatized male.** 
There is evidence that the hormone can increase lean 
tissue mass.** The endocrine role it plays in a trau- 
matized patient is not known, and its place in the man- 
agement of excessive response is not established. 


Extrarenal losses of water and electrolytes from 
the first postoperative day should be replaced daily as 
accurately as possible, with the amount being deter- 
mined by careful daily estimates. Fluid lost through 
sweat, fistulas, diarrhea, vomiting, or localization of 
large quantities of extracellular water in a “third 
space,” such as in burns or severe peritonitis, would 
comprise such a category. 


In the excessive response, the kidney continues to 
excrete potassium, even in the face of extrarenal potas- 
sium losses. As this proceeds two sodium ions and one 
hydrogen ion replace three potassium ions lost from 
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the cell; hypokalemic alkalosis results with high serum 
pH, high bicarbonate, low chloride, normal or low so- 
dium concentration, oliguria, weakness, and abdominal 
distention. This sequence of events may be anticipated 
when the patient does not manifest corticoid withdrawal 
clinically or chemically. Potassium therapy should be 
started after the fifth postoperative day in sufficient 
quantity to replace both renal and extrarenal losses. 
Administration of isotonic saline solution aggravates 
alkalosis, and a positive sodium balance accelerates its 
development. Here particularly is a situation where 
hyponatremia resulting from sodium shift into cells 
should not be tampered with by attempts to alter it 
toward “normal.” 


The physician must be constantly alert to the clini- 
cal signs and biochemical data identifying entry into an 
anabolic phase and at this point urge even more caloric 
intake. 


Extrarenal response 


Appropriate replacement of extrarenal losses of 
potassium, sodium, nitrogen, water, and calories should 
be prompt and continuous. Some time spent in correct- 
ing extrarenal depletion prior to further trauma is al- 
ways well spent. The patient who sustains extrarenal 
losses will have an inadequate metabolic response to 
much less trauma than when his losses are restored. 
Manifestations of extensive extrarenal depletion after 
trauma are intense sodium retention, maximally rapid 
fat oxidation, and minimal mobilization of nitrogen, 
which may result in or contribute to dehiscence of the 
wound. To initiate potassium and nitrogen loading may 
be difficult, the potassium-nitrogen ratio is about 3 
mEq. of potassium per gram of nitrogen. 


Mixed electrolyte solutions with protein hydrol- 
ysates and whole biood transfusions should be used 
vigorously ; these along with continual efforts to initiate 
intake of food either naturally or by tube feeding con- 
stitute bedrock therapy. Treatment should begin with- 
in the first 72 to 96 hours after trauma. 


A cumulative record of extrarenal losses of water, 
nitrogen, and electrolytes will aid in satisfactory man- 
agement. No direct analysis of losses is necessary if 
reference tables from standard texts are utilized in 
making “educated guesses.” These substances may be 
replaced by way of avenues appropriate to the stage of 
surgical metabolism the patient is in. 


Depletion response 


Prophylaxis provides the best management. When- 
ever possible one should detect the patient who is likely 
to undergo a depletion response. The administration 
of small amounts of compatible whole blood (250 ml. 
per day) for several days preoperatively will restore 
blood volume and render the patient better able to pro- 
duce a more normal metabolic response. Now, it is felt 
that the intravenous administration of protein hy- 
drolysate before operation is effective and sound. If 
the body needs nitrogen and a normal metabolic mix- 
ture is given with adequate caloric intake, the intro- 
duced nitrogen will be utilized satisfactorily ; however, 
this is not true immediately after operation. 

Whenever possible, it is wise to delay surgery un- 
til repletion of the patient with calories, electrolytes, and 
water. This will render him better able to initiate and 
complete normal convalescence. The depleted patient 
may often be fed on the first postoperative day; cer- 
tainly protein hydrolysates and parenteral caloric solu- 
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tions are indicated at least by the second postoperative 
day to provide high caloric and nitrogen intakes early. 
Delay of this therapy may result in “seesaw” con- 
valescence. 

Sodium-containing electrolyte solutions are not 
contraindicated, but it should be borne in mind that 
hypoproteinemia and edema are readily produced in a 
depleted patient. Electrolyte replacement is not exten- 
sive because there has been less change. Early feeding 
is the keynote in the management of depletion response. 


Hypoadrenal response 


The stress of surgery and anesthesia may precipi- 
tate adrenal crisis in one with latent adrenal insuff- 
ciency which is not revealed in the absence of stress. 
Patients who have chronic complaints particularly ref- 
erable to the gastrointestinal tract should bring this 
possibility to mind. 

Treatment is directed at the pathologic mechanism 
involved.** Vasoconstrictors are administered intramus- 
cularly or subcutaneously as epinephrine or intramus- 
cularly in the form of venoclysis. For the latter, some 
prefer norepinephrine which is relatively free of the 
undesirable effects of epinephrine on metabolism, pulse 
rate, and the central nervous system.** The drug does 
not increase cardiac output nor stimulate the heart. 
It increases the diastolic more than the systolic blood 
pressure which is compatible with the primary increase 
in peripheral resistance in absence of increased cardiac 
output. This drug is particularly useful in hypotension 
due to failure of central medullary neurogenic mech- 
anisms responsible for maintaining peripheral resist- 
ance when the blood volume is normal.** 

The method of treatment is to inject 8 ml. of 
1:1,000 solution of L-arterenol (8 mg. in 1,000 ml. of 
5 per cent glucose in distilled water) ; this is infused at 
a rate which will maintain elevation of blood pressure 
at a desired level. The blood pressure is observed care- 
fully at 2- to 3-minute intervals until stabilization oc- 
curs; then readings are taken every 15 minutes. The 
rate is checked by frequent counting of drops per min- 
ute.**.?5 When central vasomotor control has returned 
to normal, this drug may be discontinued. 

The repair solution is prepared by mixing one part 
of isotonic sodium lactate solution and two parts isotonic 
saline in 10 per cent dextrose. To this solution aqueous 
adrenal cortical extract, 100 to 150 ml., may be added, 
along with penicillin, 200,000 units (crystalline), and 
vitamins such as ascorbic acid, 1,000 mg., and thiamine 
hydrochloride, 200 mg. This requirement of vitamins 
may be met by adding two ampules of multiple vita- 
mins. Whenever the need arises, plasma and colloidal 
solutions may be added to the repair solution. The rate 
of administration of the repair solution is rapid, ap- 
proximately 30 ml. per kg. of body weight over a period 
of 2 to 3 hours, so as to stimulate renal flow of approxi- 
mately 15 to 25 ml. per hour. When this has been 
achieved other electrolytes may be administered, par- 
ticularly potassium. Renal function may be somewhat 
improved by administration of sodium and chloride. 

In addition to the aqueous adrenal cortical extract 
added to the repair solution, 10 to 15 ml. should be ad- 
ministered intramuscularly as early as possible, fol- 
lowed by hourly injections of 5 to 10 ml. until progres- 
sive improvement is noted. Then the interval between 
injections should be lengthened to 2 hours, later to 4 
hours, and finally to 6 hours until the patient has been 
on a satisfactory diet for at least 72 hours. 

Cortisone acetate may be substituted for the aque- 
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ous adrenal extract in doses of 50 mg. intramuscularly 
every 6 hours and then gradual reduction of the dose 
to 25 mg. twice daily until food is being taken well. 

DOCA (desoxycorticosterone acetate) in oil should 
be administered intramuscularly at the moment therapy 
is instituted. The total dose should be 20 mg. which 
may be divided into two or three injections at different 
locations. A daily maintenance dose of 5 mg. should be 
given thereafter. This dosage may be decreased or dis- 
continued if there are such clinical responses as blood 
pressure rise or edema formation. 

Glucose solutions may be necessary for support of 
the blood sugar or to provide water. Parenteral fluid 
administration should not exceed 3,000 to 4,000 ml. in 
the first 24 hours. However, in severe crises there 
should be no hesitation about giving 1,000 ml. in 1 or 
2 hours. Attempts at oral feeding should be made as 
early as possible, depending upon clinical response. 

Edema formation, stupor, or pulmonary edema are 
indications to reduce parenteral fluid. DOCA should 
be discontinued, but adrenal cortical extract dose should 
be increased to 10 ml. every 3 to 4 hours, or cortisone 
acetate, 50 mg., may be given intramuscularly each 6 
hours. 

Abdominal cramps indicate need for more sodium 
and chloride administration. The patient with this 
symptom is not thirsty. If he is not improving, he is 
apt to have sustained hyperpyrexia, oliguria, and coma, 
and sudden death due to hyperpotassemia may occur. 
Body temperature rise manifests improvement, but 
maximum elevations e:*h 12 hours become progres- 
sively less as clinica! ‘m smaent occurs. The patient’s 
response must be the _. r use of repair solutions 
and hormones; thereic :e should be prepared to 
after therapy at any time. s«.orphine is contraindicated 
in all patients with adrenal cortical insufficiency. 


Summary 


The normal metabolic consequences of trauma have 
been divided into four phases of surgical convalescence : 
(1) adrenergic-corticoid phase, (2) corticoid with- 
drawal phase, (3) spontaneous anabolic phase, and (4) 
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fat gain phase. These stages have been described in 
sufficient detail to permit detection by bedside observa- 
tions and properly interpreted biochemical determina- 
tions. In a patient who responds with this normal 
metabolic pattern, little therapy is necessary. 

Detection of a patient unable to carry out a normal 
metabolic response to surgery can be achieved on the 
basis of historical information, physical examination, 
and relatively few simple, properly interpreted labora- 
tory tests. Correlation is good between the underlying 
metabolic state and its clinical reflections in symptoms 
and signs, 

There are four abnormal types of response which 
can also be recognized with adequate historical data, in- 
terpretations of physical signs, and simple laboratory 
determinations. These are: (1) excessive response, 
(2) extrarenal response, (3) depletion response, and 
(4) hypoadrenal response. These abnormalities in sur- 
gical convalescence require therapy. One well informed 
in the metabolism of trauma can anticipate, recognize, 
and treat the abnormal response and frequently convert 
it to a normal convalescence. 


Practical bedside information is available regard- 
ing total body content of water, sodium, potassium, 
chloride, and nitrogen. Losses and gains of each can 
be predicted in various situations. Application of con- 
cepts as applied to surgical convalescence has important 
and practical usefulness in day-to-day surgical practice. 
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the ATARACTIC 
DRUGS* 
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I HE WORD “ATARAXIA”’ is defined’ as “per- 
fect peace or calmness of mood,” and is for practi- 
cal purposes synonymous with the word “tranquility.” 
A group of chemical substances has been introduced 
into medicine in the past few years under the general 
classification of “ataraxics.”” None of the chemicals, 
strictly speaking, fits entirely into the original definition 
of the term because all have a variety of side effects 
that at times become the reason for administering the 
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tranquilizers. For example, chlorpromazine may be 
administered to combat nausea or to enhance the effect 
of an opiate. The ataractic drugs, to put it simply, are 
the newest additions to a long list of chemicals that 
have been used since before the recording of history 
to change the quality of consciousness and thus pro- 
duce a degree of tranquility. Naturally occurring nar- 
cotics, euphorics, excitants, and sedatives have been 
known for centuries. In the pre-tranquilizer era, these 
drugs would have been classified as hypnotics or seda- 
tives, antispasmodics, or antihistamines. Today, per- 
haps, the most widely used ataraxics are alcohol and 
tobacco. 

The newer tranquilizers may be divided into four 
groups, according to Berger and his associates :* 
. Compounds derived from phenothiazine 
. Reserpine and related alkaloids such as deserpi- 

dine and rescinnamine 
. Compounds derived from diphenylmethane 
. Compounds derived from substituted propane- 
diols such as meprobamate and mephenesin. 
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Physiologic action 


There are a number of pharmacologic tests to 
prove the effectiveness of the ataractic drugs before 
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using them on man.** Some of these are as follows: 
a test to determine the taming effect of the drug on 
monkeys, the use of the isolated rat colon to see if the 
drug tested will inhibit the contractions of the colon 
when stimulated by acetylcholine and serotonin, and 
the test to determine the amount of prolongation of 
hexobarbital anesthesia. There is a test to determine 
the amount of increase of strychnine toxicity in ani- 
mals; all the ataraxics except the drugs derived from 
substituted propanediols (meprobamate) increase 
strychnine toxicity to a greater or lesser degree. An- 
other test is the effect on the electroencephalogram in 
animals; all the tranquilizers produce a high-voltage 
slow-activity pattern characteristic of sleep. 

The mode of action of these drugs is quite obscure. 
There are theories and fragmentary evidence which are 
promoted by some investigators and disregarded as 
theory by others. Several experimental devices have 
been developed to examine the brain stem arousal cen- 
ter. One device consists of small permanent electrodes 
placed at various places in the brain of experimental 
animals so that the areas can be stimulated and meas- 
urements of electrical activity recorded. Alterations in 
effects of stimulating the areas and in recording elec- 
trical impulses can be noted after the administration of 
various drugs.® 

By these means and other procedures, much infor- 
mation has been compiled regarding the so-called silent 
areas of the brain. One of these areas is the reticular 
formation of the base of the brain, which courses 
through the mesencephalic tegmentum and subthalamus, 
hypothalamus, and ventromedial thalamus to the inter- 
nal capsule. This reticular system seems to act as a re- 
lay station for impulses arising in the periphery on 
their way to higher centers. It also is involved in cer- 
tain automatic functions, such as food satiety, sleep, 
cardiovascular responses, and the control of the au- 
tonomic nervous system and pituitary gland. Altera- 
tion of various portions of the ascending reticular for- 
mation may alter emotional behavior. 

There are two main pathways for sensory im- 
pulses arising in the periphery to reach cortical levels. 
The first is directly from the sense organ to the specific 
area of the cortex and the second is by the sense organ 
to the reticular system and then to the cortex. The 
reticular system produces an alerting effect when it is 
stimulated, and has been called by some the “arousal 
center” or “alerting center.” Continued stimulation of 
the arousal center results in anxiety. The ataraxics 
seem to act to alter the effect of impulses on the arousal 
center, as well as on the cortex and subcortical areas. 

Knowledge concerning the chemical action of ata- 
ractic drugs on the brain cells is very fragmentary. 
Adenosinetriphosphate and adenosinediphosphate func- 
tion as sources of nuclear energy. In vitro studies of 
the rat brain oxidative systems have shown that the 
ataractic drugs, primarily the phenothiazines and reser- 
pine, cause a decrease in the oxidative phosphorylation 
of the brain tissue. The exact mechanism in this de- 
crease is not known at present.* 

Serotonin (5-hydroxytryptamine) is present in 
brain tissue, although 99 per cent is found in the gas- 
trointestinal tract and erythrocytes. The 1 per cent 
present in brain tissue is bound to some protein sub- 
stance as yet unknown.* It is synthesized primarily 
from the amino acid tryptophan which contains the 
indole nucleus. Serotonin affects peripheral tissues as 
a stimulant. It elevates blood pressure by vasoconstric- 
tion, produces tachycardia, and increases smooth and 
skeletal muscle activity. In the central nervous system, 
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it stimulates the oligodendrocytes to contract and can 
produce convulsions. It has been labeled a neurohor- 
mone. The serotonin level of the brain has been de- 
creased in animals after the administration of reserpine, 
but it has not been affected by the other ataraxics. 

Acetylcholine, epinephrine, and norepinephrine are 
also utilized by brain tissue as transmitter substances, 
but probably not to the same extent as serotonin.® 

In summary, the arousal center seems to be the 
primary but not the only site of action of the ataractic 
drugs. Disturbances in the arousal center are alleviated 
by the effect of the ataraxics on such chemical sub- 
stances as adencsinetriphosphate and adenosinediphos- 
phate, serotonin, acetylcholine, and epinephrine. 


Specific description 


It is not possible in this paper to discuss in great 
detail all the pharmacology of each ataraxic on the mar- 
ket; however, the following is pertinent information 
about the more widely used of these drugs. 

Chlorpromazine (Thorazine) is useful in con- 
trolling symptoms of the following emotional disorders : 
tension, anxiety, agitation, phobias, overactivity, tan- 
trums, insomnia, anorexia, headache, psychosomatic 
symptoms, nausea, and dysmenorrhea. The dosage for 
treatment of these symptoms varies from 10 mg. three 
times daily to as much as 100 or 200 mg. four times a 
day, depending on the patient’s tolerance and response.® 

Chlorpromazine is used in institutional care for 
schizophrenia in its several forms: mania, depression, 
delirium, toxic psychosis, and psychoses associated with 
organic brain disorders. The usual starting dose of 
this drug is 50 mg. intramuscularly four times a day 
and may be increased to 100 mg. every 4 hours. It may 
be continued for days to months depending upon the 
patient’s disease and his response. 

The side effects of chlorpromazine are :* 

1. Local irritation, both from intramuscular and 
oral dose. Orally administered antacid medication re- 
lieves the gastric distress. 

2. Autonomic disturbances, including nasal con- 
gestion, hypotension (not affected by epinephrine but 
by norepinephrine), blurring of vision, and constipation. 

3. Interference with central regulating mechanisms, 
and fever up to 105 F. often associated with eosinophilia. 

4. Extreme insomnia and increased restlessness in 
about 5 per cent of patients on large doses. 

The principal complications are jaundice, derma- 
titis, photosensitivity, agranulocytosis, and toxic confu- 
sional states. Parkinsonism appears in about 10 per 
cent of patients taking 100 mg. or more daily.® 

Sparine is similar to Thorazine in effect, side ef- 
fects, and complications. It is very successfully used in 
controlling acutely disturbed patients, especially alcohol- 
induced disturbances, such as delirium tremens.” 

Pacatal is a phenothiazine derivative which has 
many side effects which make clinical use hazardous. 

Prochlorperazine (Compazine) is a phenothiazine 
derivative which has a dosage schedule of 5 to 40 mg. 
daily.’ It is similar to Thorazine without as many side 
effects and may be used in office practice on patients who 
are not psychotic or depressed. Its principal side effects 
are parkinsonism and tremors which resemble parkin- 
sonism. 

Trilafon is another phenothiazine derivative which 
is effective in small doses. Four mg. twice a day is the 
starting dose and it may be given in doses up to 24 mg. 
daily. In doses over 24 mg. it may cause parkinsonism.’ 
Rauwolfia serpentina was introduced to the United 
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States as a hypotensive agent by Wilkins and his col- 
leagues in 1953. It had been used in India for years 
for hypertension, anxiety, and a number of other ill- 
nesses. Since 1954 it has been put out as reserpine 
(Serpasil), an active alkaloid, widely used for its hypo- 
tensive effects. It is used as an ataraxic in schizo- 
phrenia, manic-depressive psychoses, the neuroses, and 
anxiety states. It is contraindicated in depressive psy- 
choses and in peptic ulcer patients. In institutional use 
the dosage is said to be as high as 240 mg. daily. The 
usual admission dosage in psychotics is 3 mg. orally and 
5 to 10 mg. parenterally with a maintenance dose of 2 
to 3 mg. daily after the acute phase of the psychosis is 
controlled. In neuroses 0.5 mg. daily is the usual dose 
which is increased or reduced as the response of the 
patient is noted. The drug is slow in the onset of its 
action and the therapeutic effect may take several 
weeks.® 

The side effects are tremulousness, hypotension, 
drowsiness, flushing of the skin, fatigue, nasal stuffi- 
ness, gastrointestinal symptoms, dizziness, ptyalism, 
muscular cramps, urinary frequency, edema, increase 
in appetite and thirst, parkinsonism, dermatitis, ocular 
symptoms, impotence, lactation in nonpregnant women, 
menstrual irregularities, anorexia, convulsions, reduced 
resistance to intercurrent diseases, lethargy, and in- 
somnia.* Most of these reactions are mild and are 
usually self-limited, but occasionally the drug has to be 
withdrawn. 

Hydroxyzine (Atarax) along with benactyzine 
(Suavitil) and azacyclonal (Frenquel) belong to the 
group of drugs derived from diphenylmethane. They 
are rather mild in their action. They do not impair 
psychic function to any great degree and produce mini- 
mal side effects such as fatigue, lethargy, drowsiness, 
dry mouth, blurring of the vision, nausea, and vertigo. 
There drugs are well suited for use in ambulatory pa- 
tients who must carry on their normal occupations. They 
are of value in obsessional neurotics and in hyperkinetic 
children, and for mild anxiety, tension, and depression. 
The recommended dose of atarax is 25 mg. three times 
daily in adults, although larger doses may be necessary.’ 
Suavitil is given in doses of 1.0 mg. to 3 mg. three 
times daily, depending on the response of the patient. 
Frenquel is used in doses of 20 mg. three times daily. 

Meprobamate (Miltown, Equanil), a derivative of 
the propanediols, has become a very popular drug.® It 
is similar to mephenesin* in some of its effects. It has 
muscle-relaxant and some anticonvulsant properties, 


> Prolongation of life, merely for the sake of a brief 
postponement of death, does not appeal to me. Some- 
times it is difficult to know when further treatment be- 
comes useless. On the other hand, there are many times 
when we do know and can predict the outcome if either 
of two alternative courses is selected. Typical of this 
situation is ureteral obstruction in terminal carcinoma of 
the cervix. Uremia is a common cause of death with 
cervical carcinoma. Moreover, it represents a gradual 
fading and dimming of consciousness, and to me would 
seem to he an easy and painless way to die. Neverthe- 
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and relieves fear, anxiety, and tension. The chemical 
seems to act as an interneuronal blocking agent and has 
a central effect on the thalamus. In higher doses it af- 
fects subcortical and cortical levels. It has little effect 
on the autonomic nervous system and no adrenergic, 
cholinergic, or histamine effects. It is used in anxiety 
and tension states, phobias, tension headaches, psycho- 
somatic disorders, insomnia, premenstrual tension, neu- 
rodermatitis, and behavior disorders. It is less effective 
in schizophrenia, post-traumatic neuroses, petit mal 
epilepsy, muscle spasm, and cerebral palsy. The side 
effects are drowsiness, urticaria, fever, angioneurotic 
edema, fainting, bronchial spasm, hypotension, and, 
rarely, aplastic anemia. The usual dose is 400 mg. to 
800 mg. twice to four times daily.®* 


Summary 


The ataractic drugs are primarily derived from 
four basic organic chemical types: the phenothiazines, 
reserpines, diphenylmethanes, and substituted propane- 
diols. Their classification as ataraxics depends on cer- 
tain pharmacologic tests such as their taming effect on 
monkeys, the isolated rat colon test, prolongation or 
hexobarbital anesthesia, and their effect on the electro- 
encephalogram. 

The mode of action of these drugs has been dis- 
cussed with their effect on serotonin, adenosinediphos- 
phate, adenosinetriphosphate, epinephrine, acetylcholine, 
and norepinephrine metabolism. Individual ataractic 
drugs along with their uses, dosages, and toxic side 
effects have been discussed briefly. 
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less, there are those who would perform cutaneous 
ureterostomy or pyelostomy on such patients. This might 
prolong life by six months and certainly would restore 
the patient to consciousness and awareness of her sur- 
roundings. But, what does she pay for these six months? 
At least the terminal two or three weeks will be asso- 
ciated with great pain and any or all of the disagreeable 
symptoms of late cervical cancer. I would not wish this 
for a loved one if the alternative were a relatively easy 
and painless death hastened perhaps a few months.— 
William F. Mengert, M.D., Illinois Medical Journal, Sep- 
tember 1957. 
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S INCE A DISCUSSION of prostatic malignancy 
focuses attention on the structure of that gland, I shall 

preface this paper with a very brief review of the 

anatomy.’ The prostate is generally described as hav- 

ing five lobes. For further clarity it may be divided 

into two portions by an imaginary plane passing 

through the ejaculatory ducts; the portion behind this 

plane is called the posterior lobe and the portion in 

front, the anterior lobe. The anterior lobe forms the 

roof of the first portion of the urethra. Two lateral 

lobes are formed by prostatic tissue between the an- 

terior and posterior lobes, and the median lobe is 

composed of only a small segment of tissue found be- 

tween the internal urethral sphincter and the verumon- 
tanum; this small segment forms the floor of the 
urethra. The ejaculatory ducts reach the urethra by 
passing downward and forward through the posterior 
portion. 

The position of the prostate may be further de- 
scribed by its relationship to surrounding structures. 
The superior surface of the prostate faces the bladder. 
The inferoposterior surface approaches the rectum, 
and the inferolateral surfaces rest on the levatores ani. 
The urethra traverses the area which comprises the 
— between the anterior and medial thirds of the 
gland. 

The prostate is encapsulated by a thin membrane 
and then is encompassed by a fascial bed which is con- 
tinuous with the upper fascia of the urogenital dia- 
phragm ; this latter tissue is firmly anchored to the pu- 
bis by ligaments. The posterior portion is spoken of as 
the fascia of Denonvillier; in this location it forms a 
barrier between the prostate and the rectum. 

Between the prostatic capsule and the fascial bed, 
there is a plexus of veins and nerves. The prostatic 
plexus of veins communicates with the deep dorsal vein 
of the penis, the vesical plexus, and the vertebral vein 
plexus. The nerve plexus in this same area originates 
in the hypogastric nerve plexus, and sends some 
branches laterally to approach the iliac vessels while 
others extend toward the sacrum and lumbar spine. 
The arterial supply of the prostate is derived from 
branches of the inferior vesical and middle hemor- 
rhoidal branches of the hypogastric artery. 

The lymphatic drainage is an all-important aspect 
of any organ as subject to malignant change as is the 
prostate. In this gland the smallest lymphatics are in- 

*Presented at the annual Clinical Assembly of the American Col- 


lege of Osteopathic Surgeons, Urological Section, St. Louis, Missouri, 
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A review of current concepts on this subject* 
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timately related to the individual acini of the gland. 
Slightly larger branches form perilobular networks 
which communicate with a peripherally located, dense, 
subcapsular network. The subcapsular area in the pos- 
terior and superior surfaces of the prostate is richly 
endowed with lymphatics. From the subcapsular plexus 
of lymphatics, drainage is by way of four principal 
trunks which parallel the arteries of the prostate.’ 
These trunks are as follows: (1) The external iliac 
pedicle arises from the superior portion and the base of 
the prostate and forms a large single trunk of lym- 
phatics which passes the seminal vesicle on its medial 
aspect, extends above the terminal segment of the 
ureter, and terminates in one of the nodes of the iliac 
chain. (2) The hypogastric pedicle originates as a sin- 
gle trunk from the inferior surface of the prostate. It 
follows the prostatic artery closely to terminate in a 
hypogastric node or nodes. (3) The posterior pedicle 
is made up of two or more trunks arising from the 
posterior surface of the prostate. These trunks run 
posteriorly and then turn slightly anteriorly to end in 
nodes in the area of the sacral promontory. (4) The 
inferior pedicle passes downward from the anterior 
surface of the prostate. Upon reaching the floor of the 
perineum this lymphatic trunk follows the pudendal 
artery and ends in a hypogastric node near the origin 
of the hypogastric artery. In addition to these main 
lymphatic pedicles, other lymphatic branches from the 
prostate anastomose with branches from the bladder, 
the rectum, the ampulla of the ductus deferens, and the 
seminal vesicles. 

Malignant changes in the prostate are almost en- 
tirely limited to carcinoma; however, sarcomas and 
rhabdomyosarcomas do occur. Only about 200 cases of 
sarcoma have been described in the literature, and 
rhabdomyosarcomas are even more rare.?* Both sar- 
coma and rhabdomyosarcoma tend to occur in children 
or young adults, while carcinoma tends to occur in older 
men. Because of the rarity of sarcomas and rhab- 
domyosarcomas, the remaining portion of this discus- 
sion will be confined largely to carcinoma of the pros- 
tate. 

The incidence of carcinoma of the prostate in- 
creases with age, the average age for occurrence being 
about 65 years.’ For prostatic malignancy to occur be- 
fore the age of 40 years is unusual ; however, following 
the age of 50 there is a steady increase in the number 
of cases. After the age of 70 years there is a decline 
in the number of active cases. When it is considered 
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It is fortunate that the prostate 
has so effective a limiting 
capsule; it is this structure 
which may check the local 
extension of a prostatic carcinoma 


for a rather prolonged period 


that a greater and greater percentage of our population 
is composed of individuals reaching these age brackets, 
an annually increasing number of prostatic malignan- 
cies may be anticipated for many years to come. At 
present, prostatic carcinoma comprises approximately 
10 per cent of all of the malignancies in males and 
about 4.5 per cent of all cases of malignancy.?* 

A remarkable number of prostatic carcinomas are 
never detected nor even suspected clinically, but are 
incidentally revealed at autopsy.* In other words, the 
incidence of prostatic carcinoma as demonstrated at au- 
topsy is far in excess of the clinical incidence of active 
prostatic carcinoma. Using autopsy findings as the cri- 
teria, it has been estimated that 14 to 46 per cent of all 
men over the age of 50 vears harbor a focus of prostatic 
carcinoma which is either active or latent;> in other 
studies the incidence is reported at 10 to 15 per cent." 
The scale increases with the age of the patient, so 
that the usual finding is that 100 per cent of men over 
90 years of age show microscopic evidence of prostatic 
carcinoma. Yet in no autopsied case was death due to 
this malignancy; in fact, death due to this cause after 
the age of 90 is rare. Again using autopsy findings as 
a basis, it is estimated that only 1 out of 18 patients 
who have prostatic carcinoma will die directly or indi- 
rectly as a cause of that disease. From these esti- 
mates, it is apparent that many cases of prostatic carci- 
noma remain latent and never become clinically active. 
It is unfortunate that it is not possible at the present 
time to distinguish between a latent carcinoma and one 
that is active. 

Carcinoma of the prostate almost always arises 
from a subcapsular site, 95 per cent or more of them 
originating in this location." More specifically, it may 
be said that prostatic carcinoma occurs more frequently 
in a subcapsular position in the posterior lobe than in 
any other location. 

On gross examination, the normal prostate is a 
buff-colored, encapsulated structure which on section 
presents an alveolar appearance. The cut surface of the 
normal gland tends to be moist and somewhat lighter in 
color than the outer surface. In differentiating normal 
prostatic tissue from malignant areas in the gland it is 
well to remember that normally the gland does not pre- 
sent a homogeneous appearance. On the other hand, 
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malignant areas in the gland tend to be homogeneous in 
appearance, and approximately half of the areas tend 
to be more yellow than normal tissue.’ Most prostatic 
carcinomas tend to be moderately indurated or firm, 
but it is uncommon for them to be stony hard in con- 
sistency. Carcinoma of the prostate forms a rather 
diffuse area with margins that are poorly defined. Large 
areas of carcinoma in this gland tend to be grayish- 
white with multiple small yellowish areas. 

More than most other organs, the prostate tends to 
have multiple foci of carcinoma. The carcinomatous 
prostate gland may be enlarged, normal, or smaller than 
normal in size.’ 

It is fortunate that the prostate has so effective a 
limiting capsule; it is this structure which may check 
the local extension of a prostatic carcinoma for a rather 
prolonged period. In the posterior lobe Denonvillier’s 
fascia also aids in limiting spread towards the rectum. 
The capsule itself frequently becomes invaded early, 
and involvement of perineural sheaths is also a frequent 
early manifestation. Invasion of local nerves and ves- 
sels is rather common because of their location between 
the capsule and the fascia. Local extension very fre- 
quently involves the seminal vesicles, but the urethra 
is affected much less frequently than some other parts. 
Involvement of the urinary bladder is generally a late 
manifestation; however, when this happens urethral 
obstruction with subsequent hydronephrosis and pye- 
lonephritis may follow. Pyelonephritis is one of the 
common immediate causes of death in prostatic carci- 
noma. Approximately half of the prostates showing 
carcinoma also demonstrate the changes of benign hy- 
pertrophy ; however, calculi of the prostate are only 
rarely associated.” 

The lower lumbar vertebrae, pelvic bones, and up- 
per portions of the femora are the most common meta- 
static sites. In recent years careful examination by 
some investigators has shown that the ribs are involved 
with metastasis almost as frequently as are the pelvic 
bones.’ The most likely means of spread to these foci 
is by way of vertebral vein plexus which communicates 
freely with those veins located between the prostatic 
capsule and the surrounding fascia. Spread to these 
foci by way of the perineural lymphatics is also a 
possibility since these channels are frequently invaded. 
Distant metastases to the lungs and liver are not un- 
common, those of the lungs sometimes being of the 
lymphangial variety.*, Lymph node involvement is fre- 
quently with the iliac, supraclavicular, aortic, peribron- 
chial, and mediastinal nodes most often found to be 
affected at autopsy. 

The microscopic identification of a carcinoma in 
the prostate may be quite a problem to the pathologist. 
A small percentage of prostatic carcinomas are squa- 
mous in type; these are easily recognized microscopical- 
ly. A medullary type, rarely observed, presents little 
or no difficulty in recognition. By far the greatest per- 
centage of prostatic malignancies are adenocarcinoma. 
The most undifferentiated adenocarcinomas are readily 
identified, but a high percentage are well differentiated 
and as such may approach very closely the normal 
structure of the prostate. These well-differentiated 
adenocarcinomas are composed of small acini lined by 
a single row of low columnar or cuboidal epithelium. 
The cytoplasm of the individual cells tends to be pale 
and clear or slightly granular. The nuclei tend to be 
small, round, and uniform in size and shape. 

It is of interest to note that the usual signs of ma- 
lignancy, such as anaplasia, pleomorphism, and _ in- 
creased mitotic activity, are frequently lacking in carci- 
nomatous prostates, and it is this lack that creates the 
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problem of recognition for the pathologist. The un- 
usual maturity of the neoplastic cells and their apparent 
lack of cytologic criteria of malignancy are puzzling 
features which are not encountered in malignancies of 
other organs, at least not to the extent that they are in 
prostatic carcinoma. Since the usual criteria of malig- 
nancy are frequently lacking in this condition, it be- 
comes necessary to utilize other pertinent criteria in 
the study and identification of prostatic carcinomas, The 
most reliable of these appears to be the deviation from 
normal architecture rather than a deviation in the indi- 
vidual cells. 

Such features of tissue sections are likely best 
studied under the low power of the microscope where 
the atypical architecture can be readily compared with 
the normal acini that may remain present. It may be 
necessary for the pathologist to study numerous tissue 
sections before finding a small, occult, differentiated 
adenocarcinoma. The fact that prostatic adenocarcinoma 
demonstrates a tendency to extend into the perineural 
lymphatics very early is a feature which may aid the 
pathologist. If he can identify such extensions in a 
well-differentiated adenocarcinoma, which may closely 
resemble normal tissue, the question of the malignant 
nature of the tissue is solved. All normal prostatic 
acini demonstrate a thin fibromuscular sling which sur- 
rounds each gland. In adenocarcinoma this sling is 
lacking, a feature which also aids the pathologist in his 
diagnosis.® 

A small carcinoma of the prostate which is not as- 
sociated with hypertrophy may be extremely quiet and 
produce few or no symptoms. When the carcinoma is 
associated with hypertrophy, it is the latter entity which 
is likely to produce many of the patient’s urinary symp- 
toms. The most common symptom in prostatic carci- 
noma is frequency of urination and the second most 
common symptom is that of difficult or painful urina- 
tion. Pain is likely to be present because of the tendency 
for prostatic carcinoma to invade the perineural sheaths 
very early in its course. Such pain, sometimes similar 
to sciatica, is generally referred to the bladder and 
urethra, the rectum and perineum, the sacrum and 
gluteal regions, and the legs. Many patients with pros- 
tatic malignancy experience this type of pain sooner or 
later in the course of their disease.° 

It is unfortunate that early prostatic carcinoma is 
so insidious. It is for this reason that such a large per- 
centage of patients have symptoms of metastasis when 
first seen. Extension of the lesion may cause partial 
obstruction of the rectum and, more rarely, leg edema. 
When the malignant change is advanced the patient is 
almost always in considerable pain ; pronounced anemia 
develops ; signs of renal insufficiency become apparent 
as a result of extension to the bladder and ureters ; pain 
is present as the result of bony metastases; and fever 
may be noted, depending upon the degree of urinary 
infection. 

Advanced carcinoma of the prostate presents no 
great problem in diagnosis. In addition to pain the pa- 
tient generally complains of urinary symptoms. Many 
patients are arthritics, and it is not unusual for the pain 
to be ascribed to this ailment ; with that thought in mind 
a rectal examination may be omitted and the correct 
diagnosis missed. 

It is this small, occult, prostatic malignancies that 
are difficult to diagnose. This type of lesion may be al- 
together asymptomatic, or it may produce only minimal 
urinary symptoms. A routine rectal palpation of the 
prostate on all male patients over 50 years of age is 
highly recommended. If an area of prostatic malig- 
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nancy is palpated rectally, it is generally found to be a 
rather poorly defined, nontender nodule in the posterior 
lobe. A needle biopsy from this site is of value in diag- 
nosis ; however, negative results of biopsy study do not 
necessarily prove the absence of cancer. Exposure of 
the lesion through a perineal incision with subsequent 
biopsy may be necessary to demonstrate its presence. 

Digital examination of the prostate remains a 
satisfactory procedure and rates well with certain other 
procedures in the diagnosis of early prostatic carci- 
noma. In several series of studies, about 50 per cent 
of the cases thought to have areas suspicious for ma- 
lignancy on digital examination proved to be positive 
for carcinoma through biopsy and microscopic confir- 
mation. Fifty per cent may sound like a poor average, 
but this figure compares well with diagnosis by some 
other methods. 

Digital examination with biopsy of suspicious le- 
sions using the perineal approach, and subsequent mi- 
croscopic evaluation of the lesion is the current proce- 
dure of choice in the diagnosis of early prostatic carci- 
noma. 

In recent years the examination of prostatic secre- 
tions for exfoliated malignant cells using papanicolaou 
stains has increased in popularity. Some workers have 
felt that this is a valuable procedure ; however, it now 
appears that such studies give a remarkably high per- 
centage of false negative reports, and in cases of pros- 
tatitis a false positive report for carcinoma may be ob- 
tained.*° As a screening procedure this method is 
extremely costly when one considers the numerous 
negative cases that must be examined before a positive 
case is identified. The method does show great promise ; 
perhaps some modified method for collecting the pros- 
tatic secretion could be devised to make the procedure 
more valuable. 

It is not unusual for a prostatic malignancy to fol- 
low a suprapubic prostatectomy for benign hypertrophy. 
Apparently the carcinoma arises in these instances from 
fragments of the posterior lobe that escaped operative 
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removal. The eradication of the entire posterior lobe 
is thus important in all removals of the prostate for any 
cause. 

Roentgenographic examination of the skeletal sys- 
tem is indicated in all cases of possible or probable 
prostatic malignancy, with particular attention to the 
pelvic bones, the sacrum, the femora, the lumbar spine, 
the dorsal vertebrae, and the ribs. 

The laboratory examination of most significance in 
prostatic carcinoma is still the acid phosphatase deter- 
mination. Much confusion has arisen in the interpreta- 
tion of this test in connection with this neoplasm. Gut- 
man determined in 1936 that the neoplastic cells of pros- 
tatic adenocarcinoma could produce acid phosphatase 
in the same manner as normal prostatic epithelium.® 
Thus with a great increase in the number of cells pro- 
ducing this enzyme, the level becomes significantly high 
in some adenocarcinomas of the prostate. It is unfor- 
tunate that the acid phosphatase level is not significantly 
increased until after the neoplasm has extended beyond 
the confines of the gland itself.? Levels of 10 units or 
above are definite evidence of metastasis even though 
the metastasis may be obscure and not demonstrable by 
x-ray. In some cases where there is bone metastasis, 
only borderline levels of 3 to 10 King-Armstrong units 
may be found. 

It is of interest to note that there has recently been 
an improvement in the method for determining acid 
phosphatase which makes it more specific as an indica- 
tor of prostatic carcinoma. This new method accurately 
identifies the prostatic fraction of acid phosphatase, 
taking advantage of the fact that the activity of the 
prostatic fraction is inhibited by L-Tartrate. It would 
be well to mention that blood for an acid phosphatase 
determination should always be collected before the 
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I HE 0’CONNOR-O’SULLIVAN retractor is a 
very useful self-retaining retractor for both pelvic and 
upper abdominal procedures. However, in pelvic sur- 
gery the blades have often proved inadequate, particu- 
larly at the cephalad portion of the wound, where the 
intestines are to be packed away. Figure 1 shows the 
retractor and the ordinary blades, (B) and (C). 

The small blade (C) is adequate for retracting the 
bladder. But for the other side of the wound a similar 
size blade is usually too narrow to keep the intestine 
from entering the field, even with adequate packing and 
relaxation. The large, wide blade (B) is satisfactory 
in an obese patient, but in the average individual it is 
too long, and too often will rest on the great vessels in 
the area and compress them, or will catch on the sacrum 
at the point of curvature. 
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gland is examined or massaged digitally. There have 
been instances where manipulation has artificially ele- 
vated the acid phosphatase level to a point where the 
resulting levels were difficult to interpret. Blood should 
be drawn before or several days following manipulation 
of the gland.” 

This short review of prostatic malignancy suggests 
that this entity remains one of the most difficult carci- 
nomas to evaluate in its early stages. Because of its 
insidious nature, it becomes necessary for the physician 
to be constantly alert to its possible existence in all adult 
male patients, and io use all methods available, poor 
though some of them may be, for early detection of this 
menace. 
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We have devised a new blade (A) which combines 
the width of the large blade (B) with the curve and 
length of the short blade (C). With this blade, it is 
possible to get excellent exposure, keeping the intestine 
out of the field with less packing; also, by its position 
and curve, the blade itself is kept out of the operative 
field more than were the original blades. 
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EF ULLY AWARE OF the controversial nature 
of this subject, I am nevertheless very happy to discuss 
it. I am sure that radiologists realize that too often the 
therapy selected for carcinoma of the larynx is de- 
pendent in large degree on the consultant selected by 
the physician.** If the patient is sent to the laryngolo- 
gist the treatment selected will be surgical, and if ra- 
diation therapy is used at all it will be to treat the 
inevitable recurrences after inadequate surgery. If, on 
the other hand, the patient is sent to the radiologist 
the treatment selected will be radiological, and surgical 
treatment will be used only to overcome obstruction 
from edema and to control chondritis and sloughing.‘ 

Certainly the best interests of the patient cannot 
be served if radiation and surgery are considered as 
competitive methods of treatment. Both specialists must 
realize, therefore, that a friendly feeling of co-operation 
and treatment selected impartially and based on their 
combined clinical experience will best serve the re- 
quirements of the patient. 

Before any treatment can be selected for a patient 
with carcinoma of the larynx, certain information must 
be available. 

1. The accurate location and extent of the primary 
lesion. 

2. The extent of secondary invasion. 

3. The histopathology of the tumor. 

4. The extent of disability that may be produced 
in eradicating the tumor should be evaluated, judged by 
the patient’s probable ability to be rehabilitated and re- 
turned to a useful life. 

5. The ability of the therapy selected to eradicate 
or arrest the tumor at both the primary and secondary 
sites must be evaluated. 

Although the larynx and hypopharynx are easily 
exposed by the laryngoscope to direct view for pur- 
poses of examination and biopsy and even more easily 
to indirect view by the laryngeal mirror, the inexperi- 
enced examiner often fails to make a diagnosis. To 
the Jacksons’® observation that “. . . death frequently 
lurks below an overhanging epiglottis . . .” it might be 
added that a positive biopsy can hardly be expected 
from a larynx that has never been exposed to com- 


“Presented at the annual meeting of the American Osteopathic Col- 
lege of Radiology, St. Louis, Missouri, October 30, 1957. 


Vor. 57, MARcH 1958 


plete view. The radiologist, therefore, is frequently 
asked to assist in the diagnosis of cancer of the larynx. 

Radiography is essential in any suspected tumor 
of the larynx and adds much information about the 
location and extent of the lesion that cannot be deter- 
mined by even a carefully performed laryngoscopy by 
an experienced laryngologist. Planographs or body 
section radiographs are invaluable in visualizing not 
only the location and extent of the primary lesion but 
extent of invasion of the cartilage. Planography has 
replaced phonation radiography and contrast laryngo- 
grams at Detroit Osteopathic Hospital. By this method 
all confusing shadows can be obliterated by the moving 
tube, and a clear image at a predetermined body plane 
can be obtained. Not only does planography supple- 
ment the diagnostic information gained from direct 
laryngoscopy and biopsy, but in some instances the 
planograph will also show subglottic extension that 
leads to discovery of a small subglottic cancer not dis- 
coverable by either indirect or direct laryngoscopy. 

It is well known that cancer behaves differently 
in different areas of the larynx and hypopharynx. 
Classification of laryngeal cancer is therefore desirable 
in order to establish a criterion by which to evaluate 
the lesion and the extent of invasion. No better classi- 
fication exists at present than that developed by the 
Tumor Classification Committee of the International 
Congress of Radiology in Copenhagen in 1953.° 

Laryngeal carcinoma is divided into three areas of 
origin of the tumor. Each has four stages of progres- 
sion, ranging from early to late. The following three 
types according to location of the primary lesion are 
recognized. 

Type I: Supraglottic—tumors that arise in the 
ventricles, the false cords, the laryngeal surfaces of 
the epiglottis, or the walls of the laryngeal vestibule. 

Type II: Glottic—tumors of the vocal cords that 
arise on the free borders of the cords. 

Type III: Subglottic—tumors that arise on the 
subglottic surface of the vocal cord at a distance from 
its free border. 

Stages of involvement and invasion are classified 
as follows and apply to each of the above types. 

Stage I: Limited to mucous membrane; mobility 
unimpaired ; no nodes palpable. 

Stage II: Carcinoma infiltrates structures, but 
within larynx; mobility impaired; nodes not palpable. 

Stage III: Lesion extends beyond larynx; nodes 
palpable but movable. 

Stage IV: Lesion very extensive; involves laryn- 
geal and extralaryngeal structures; mobility impaired ; 
nodes fixed. 

No fixed rules exist nor can they be developed for 
deciding what therapy should be selected. This is an 
individual question that must be solved by free impar- 
tial exchange of information based on experience of 
both specialists in the methods to which they have 
access. 

It was formerly believed that all Stage I glottic 
tumors, which are early tumors involving only one cord 
and without impairment of mobility, should be treated 
by laryngofissure. We now know that these lesions 
will regress completely under fractionated x-ray ther- 
apy with minimal disability to the voice in from 85 to 
90 per cent of cases. Such cases, while ideal for laryn- 
gofissure or even adequate intralaryngeal surgery, 
might best be handled by the experienced radiologist, 
especially if he can use high voltage or supervoltage 
radiation to increase the depth dosage of radiation with 
minimal skin reaction.’ 
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Planograph of a type II glottic epidermoid carcinoma of the an- 
terior half of the left vocal cord and anterior commissure in a 47-year-old 


Fig. |. 


male. Bilateral thyrotomy was performed Marck 5, 1957, removing the an- 
terior third of the larynx, including all of the left vocal cord, the anterior 
commissure, and the anterior third of the right vocal cord. The patient 
has a serviceable voice with good quality and has returned to his previous 
occupation. Fig. 2. Planograph of a type I! supraglottic epidermoid carci- 
noma of the larynx, involving the left cord and supraglottic area with 
fixation of the left arytenoid in a 58-year-old female. Total laryngectomy 
was performed June 6, 1956. The patient developed fair esophageal speech 
and has returned to full activity as a housewife. 


Laryngofissure can be employed to remove tumors 
of wider extent and low grade, especially if associated 
with an inflammatory process or if recurrent. 

Many new operations now available make it pos- 
sible to remove the tumor together with a safe area of 
noninvolved tissue and still preserve function, thus 
avoiding total laryngectomy.’ Among these are bilateral 
thyrotomy (Kemler) for tumors of the anterior com- 
missure and transhyoid pharyngotomy (Ogura) for 
supraglottic tumors. Many supraglottic tumors such as 
those of the epiglottis can be completely extirpated 
during suspension laryngoscopy without resort to open 
operation. This is true because they are exophytic 
lesions which fungate rather than infiltrate and grow 
slowly and metastasize late. Lesions of the arytenoid 
region and pyriform sinuses, however, are highly ma- 
lignant and invade early with rapid growth and early 
metastasis. They invariably require total laryngectomy 
and neck dissection. 

Hemilaryngectomy is another operation which is 
found most useful in extirpating glottic and subglottic 
lesions. Extensive unilateral lesions can be removed 
by this method if the defect is relined immediately by 
a skin graft to prevent subsequent laryngeal stenosis. 

Planning treatment by either radiation or surgery 
requires a knowledge of the rapidity of growth and in- 
vasion in different areas of the larynx. It has long been 
known that a cancer of the free border of the vocal 
cord will grow slowly and invade late, whereas a cancer 
of the cricopharyngeal area or the pyriform sinus 
grows rapidly with early metastasis. Why this is so 
is not well understood. Lenz® has advanced evidence 
that the circulatory requirement of the tumor is one 
of the factors that influence its growth. He has noted 
that tumors with rich vascular beds also have rich 
lymphatic networks. Since lymph is propelled through 
lymph channels only by muscular contraction, an ex- 
planation is available for the early metastasis of tumors 
occurring on richly vascularized beds. Since the free 
border of the vocal cord is fibrous the blood and lymph 
supply is poor. Not until the muscles are invaded does 
rapid growth occur and tumor cells extend through 
lymph channels because of muscular activity. Con- 
versely, tumors occurring in the cricoarytenoid area or 
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Fig. 3. Operative specimen of the larynx showing type Il supraglottic 
egidermneld carcinoma of the larynx seen in Figure 2. 


the pyriform sinus are not only richly endowed with 
capillaries and lymph channels but are also subjected to 
constant muscular movements that carry tumor cells to 
lymph nodes where metastasis becomes apparent. For 
at least two reasons this knowledge is important in 
planning treatment. First, it is apparent that we must 
know the exact location and extent of the lesion. Sec- 
ond, since circulation influenced by muscular activity 
is apparently related to the rate of invasion, we should 
be able to delay metastasis by putting the part at rest. 
It is important, therefore, to institute early tube feed- 
ing or to perform gastrostomy in a patient with a post- 
cricoid cancer. Since radiation influences the capillary 
bed it is important to consider preoperative radiation 
in cancers with a heavy inflammatory overlay or in 
those that have been subjected to irritation or trauma 
such as repeated removal of tissue for biopsies. 

As newer methods are developed and as a new 
knowledge’® is made available the treatment of cancer 
will become more efficient. Meanwhile, full use of 
present knowledge and methods can benefit the patient 
only if the radiologist and laryngologist with the as- 
sistance of the family physician, pathologist, and in- 
ternist co-operate in the preoperative evaluation. Only 


Fig. 4. Planograph of a type III glottic carcinoma of the larynx involving 
the left vocal cord with fixation of the left arytenoid in a 56-year-old male. 
Laryngeal cartilage is invaded, and there is early metastasis to the left 
cervical lymph nodes. A wide-field total loryageeeasy with left neck dis- 
section in continuity was performed on May 10, 1957. Esophageal speech 
was poor because of a language barrier; the patient has returned to former 
activity. Fig. 5. Operative specimen of the larynx showing type III glottic 
carcinoma of the larynx seen in Figure 4. 


JourNAL A.O.A. 


; 


Hic 


Fig. 6. Planograph of a type II subglottic epidermoid carcinoma of the 
larynx involving the left vocal cord and subglottic area with fixation of the 
left arytenoid in a 46-year-old male. Total laryngectomy was performed 
on June 26, 1957. The patient developed exceptionally good esophageal 
speech and returned to his former occupation as an executive in a large 
insurance orgenization. Fig. 7. Planograph of extensive type IV subglottic 
epidermoid carcinoma of the larynx with bilateral cervical lymph node 
metastasis and early obstruction of the larynx in a 64-year-old male. Be- 
tween September 1956 and April 1957, 11,000 R x-ray therapy was given through 
two lateral and two anterior ports. In June 1957 an orderly tracheotomy was 
done for relief of increasing laryngeal obstruction. In November 1957 a 
gastrostomy was done to overcome tracheoesophageal erosion which per- 
mitted swallowed liquids to trickle into the trachea. The patient died De- 
cember 13, 1957, from erosion of cervical vessels. 


by a pooling of such specialized knowledge as it relates 
to the individual patient’s problem can therapy for 
cancer of the larynx be selected and planned to meet 
the patient’s requirements. 


Summary 


1. Radiology and surgery must not be considered 
as competitive methods of treatment. 

2. Neither the radiologist nor the laryngologist is 
= to evaluate the patient completely without the 
other. 

_ 3. Planographs are essential in visualizing the lo- 
cation and extent of invasion of the growth. They 
often succeed in finding subglottic cancer that is not 
seen by either direct or indirect laryngoscopy. 


> We as physicians have a rightful pride not only in 
the remarkable advances in medical knowledge during 
the past forty years but also in the fact that the fruits 
of these advances have been made available to an ever- 
increasing proportion of the general population. But we 
must not become complacent. Although the nonmedical 
public is fully aware that it is receiving better medical 
care today than at any time in the past, important areas 
of dissatisfaction still exist... . 

Perhaps the commonest criticism of the physician of 
today is a seeming lack of sympathetic interest in his 
patients. The public is cognizant of the advantages of 
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Explaining to the patient 


4. Knowledge of classification of cancer of the 
larynx into three areas of origin—supraglottic, glottic, 
and subglottic—and four stages of progression is im- 
portant in planning therapy. 

5. Early cancer of one vocal cord without impair- 
ment of mobility, formerly considered a surgical prob- 
lem, can be treated successfully by radiation with 
minimal disability and loss of function. 

6. New operations can extirpate cancer and a safe 
area of normal tissue in part of the larynx without 
need for total laryngectomy. 

7. Circulation in the tumor bed and its relation to 
growth and invasion must be taken into consideration 
in planning treatment. 

8. A co-operative preoperative evaluation of the 
patient’s requirements by the radiologist and laryngolo- 
gist with assistance from the family physician, patholo- 
gist, and internist is essential. 


2406-08 David Stott Bldg. 
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scientific diagnosis and treatment, but it takes these more 
and more for granted and desires in addition personal 
attention comparable to that given by the family doctor 
of the past. Because there is a desire in each of us to 
be recognized as an individual, no one enjoys being 
looked upon solely as an example of a particular disease 
or syndrome. Furthermore, people come to their doctors 
because of concern about their symptoms, and_ their 
anxiety is seldom allayed unless the physician takes the 
time to hear the complete story, perform an examination, 
and then explain the illness and its general prognosis.— 
A. Carlton Ernstene, M.D., A.M.A. Archives of Internal 
Medicine, November 1957. 
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Gorn RUPTURE OR perforation in the neo- 
natal period is a surgical emergency that unfortunately 
is too frequently not suspected until postmortem exami- 
nation. Failure to consider the possibility results in a 
delay in the diagnosis that contributes to the very high 
mortality even when surgical repair is attempted. If 
these babies are to be saved, the perforation must be 
promptly recognized and repaired. 

A recent review of the literature concerning spon- 
taneous rupture of the stomach in the newborn infant 
discloses that this entity was recognized as early as 
1846' when 7 cases were reported in the German litera- 
ture. In 1943, Herbut®? summarized the English litera- 
ture and reported 16 cases, none of which was success- 
fully treated and only one of which was found to be 
due to a congenital defect in the stomach musculature. 

Many explanations have been advanced as to the 
cause of gastric perforations. Potter* mentions intra- 
cranial hemorrhage, trauma from the passage of gastric 
tubes, and multiple emboli resulting from sepsis orig- 
inating in the umbilical stump. Kiesewetter* cites Cush- 
ing’s association between intracranial lesions and gastric 
ulceration and perforation and Russell’s theory of hy- 
drostatic pressure on the intestines at time of birth. He 
also refers to Miller, who demonstrated the excessive 
gastric acidity present at birth, and to Selye and others 
who have shown the effect of excessive adrenal cortical 
stimulation on the production of gastrointestinal ulcera- 
tions and perforations, as well as the role anoxia plays 
as a trigger in stress and adrenal stimulation with sub- 
sequent gastric ulceration and perforation. 

By 1955, Braunstein,® Griffin and Griffin,’ North- 
way, DeLano, and Claytor,’ Potter,* and Ross, Hill, and 
Haas® had reported a total of 10 cases of gastric rup- 
ture occurring through an area of congenital muscle 
deficiency. The case to be reported is believed to fit into 
this category. 

Prior to 1950, no newborn with surgically repaired 
gastric rupture had survived. Leger and his coworkers? 
reported the first survival in that year. Kellogg, Abel- 
son, and Cornwell’® in 1951 reported a second survival, 
and in 1954 Northway, Delano, and Claytor’ reported 
the third infant with a perforation of the stomach to 
survive surgical closure. Since that time, Arnold" and 
Vargas, Levin, and Santulli’? have closed gastric rup- 
tures in infants who survived the operation. In less 
than a half dozen of all the infants who survived was 
the operation for spontaneous rupture specifically due to 


*Department of Pediatrics, Philadelphia College of Osteopathy. 
tDepartment of Obstetrics and Gynecology, Philadelphia College of 
Osteopathy. 
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CASE REP ORT: Rupture 


of the stomach in the newborn 
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congenital defect in the gastric musculature. In these, 
diagnosis depended on macroscopic examination; no 
report of survival can be found in which gastric tissue 
was submitted for microscopic study. 

Following is the report of a case of spontaneous 
perforation of the stomach in a newborn infant who 
survived surgical correction of the defect. It is felt that 
this case is unique in that the infant was a premature 
twin who had undergone an exchange transfusion for 
ABO incompatibility prior to the spontaneous rupture 
of the superior anterior surface of the lesser curvature 
of the stomach. 


Case report 


A male Negro twin, weighing 4 pounds 3 ounces, 
was delivered 19 minutes after his twin brother, who 
weighed 4 pounds, 3% ounces, on September 15, 1957, 
at the Philadelphia Osteopathic Hospital. These infants 
were born after 8 months of pregnancy. The mother 
was 30 years old, gravida 4, para 2. Serology was nega- 
tive. Presentation in both cases was cephalic, and both 
babies were delivered spontaneously after a 14-hour 
labor. The infant with which this report is concerned 
did not breathe spontaneously and required 2 minims 
of caffeine and sodium benzoate intramuscularly to es- 
tablish respiration that then continued to improve in a 
normal manner. Gastric suction was not employed. He 
was placed in an Isolette and during the first 24 hours 
appeared physically normal. He voided several times 
and passed four meconium stools. Mucus was regurgi- 
tated occasionally, and at times he appeared tremulous. 
When the infant was less than 48 hours old, his skin 
became severely jaundiced. All activities including 
sucking were normal. Serum bilirubin after 53 hours of 
life was 22 mg. per 100 cc., hemoglobin was 12 grams, 
the hematocrit reading was 48.5 per cent with 1 per 
cent normoblasts and 0.3 per cent basophils. The baby’s 
blood was type B, Rh positive. Findings from the 
Coombs test were negative. The mother’s blood was 
type O, Rh positive. Twenty-four hours later, at the 
age of 77 hours, the infant’s serum bilirubin was 24 
mg. per 100 cc. and his blood was exchanged with 500 
cc. of type O, Rh negative blood. The transfusion was 
completed without mishap, and the next 24 hours were 
uneventful. The child took nourishment well and elimi- 
nated normally. Postexchange serum bilirubin was 19 
mg. per 100 cc. and on the following day was 10 mg. 
per 100 cc. 

On the morning of the second day following the 
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transfusion, the baby was observed to have severe ab- 
dominal distention, a cardiac rate of 200 per minute, 
and dyspnea. No formula had been regurgitated, and 
he continued to pass soft yellow stools. The stomach 
was intubated for the first time, and a small saline 
enema was given. Neither of these procedures altered 
the abdominal distention, and roentgenograms of the 
lung and abdomen were taken (Fig. 1). The lungs ap- 
peared negative for active pulmonary disease, but the 
abdominal films demonstrated pneumoperitoneum, and 
a fluid level was seen in the transabdominal projection 
(Fig. 2). Surgical consultation was requested, and 12 
hours from the time distention was first noticed an 
abdominal laparotomy was performed. 

A midline incision was made from the xiphoid 
process distally to the right of the umbilicus. Midway 
between the xiphoid and umbilicus, a left horizontal 
incision was carried to midway between the nipple and 
anterior axillary lines. Air was found in the peritoneal 
cavity. The entire bowel was explored from the recto- 
sigmoid junction cephalad to the ligament of Treitz. 
No site of perforation or leakage was found. 

Air was injected through the intragastric trans- 
nasal catheter and the bubble was seen between the 
under surface of the liver and the stomach. Explora- 
tion of the stomach demonstrated a line of rupture be- 
ginning on the lesser curvature just below the esophago- 
gastric junction and traveling downward to the middle 
of the body of the stomach. It then curved over the 
anterior surface to the greater curvature. Starting at 
the site of the rupture on the greater curvature, the 
entire line of rupture was closed with a series of inter- 
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Supine and lateral recumbent exploratory films showing evidence of pneumoperitoneum. Stomach contains air. 


rupted inverting 4-0 silk sutures. This closure was re- 
inforced with a second row of running 4-0 silk sutures. 
The abdominal wall was closed with through-and- 
through 3-0 Dermalon sutures. 

On the morning of operation blood studies showed : 
hemoglobin 14.5 grams; hematocrit reading 46.5 per 
cent ; 4,700,000 erythrocytes, of which 1 per cent were 
normoblasts; and 6,300 leukocytes, of which 11 per 
cent were nonsegmental neutrophils, 16 per cent seg- 
mented neutrophils, 71 per cent lymphocytes, and 2 per 
cent monocytes. After operation findings were: hemo- 
globin 10.5 grams; hematocrit reading 39 per cent; 
3,700,000 erythrocytes, of which 1 per cent were nor- 
moblasts ; and 9,600 leukocytes, of which 8 per cent 
were nonsegmented neutrophils, 35 per cent segmented 
neutrophils, 56 per cent lymphocytes, and 1 per cent 
monocytes. 

Prior to operation and for 5 days thereafter the 
baby was given sulfadiazine, 50 mg., intramuscularly, 
daily and chloramphenicol, 80 mg. intramuscularly, every 
12 hours. Fifty cc. of isotonic saline solution with 200 
cc. of 5 per cent glucose in water was given intra- 
venously throughout operation and daily thereafter for 
several days. Since the infant’s cardiac rate continued 
at 200 per minute, Digoxin, 0.05 mg., was given subcu- 
taneously and repeated twice at 8-hour intervals, after 
which he was maintained on 0.03 mg. daily. Following 
operation, 10 cc. of 10 per cent calcium gluconate were 
added to the intravenous solution. Ascorbic acid, 100 
mg., intramuscularly daily, was ordered and 40 cc. of 
whole blood were given. Oral feedings were withheld 
until normal bowel function was re-established. 
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Fig. 2. Transabdominal film with patient in dorsal recumbency, showing 
large collection of free air within peritoneum. 


On the first postoperative day the child’s progress 
was satisfactory, although the abdomen maintained its 
firm distention. Urine was passed normally. The above 
therapy was continued except that calcium was not 
repeated. 

On the second postoperative day the cardiac and 
respiratory rates returned to normal. A dry yellow 
stool was passed that on testing was found to contain a 
trace of blood, as did the green fluid collected from the 
stomach. A transfusion of 40 cc. of whole blood was 
given, and the intravenous feeding was changed to 200 
ce. of Aminosol. Excrements tested later this day were 
negative for blood and remained so thereafter. 

Feedings of one-half ounce of 10 per cent glucose 
every 2 hours were started on the third postoperative 
day after a gentle saline gastric lavage. Another 40 ce. 
of whole blood were given, and the Aminosol was con- 
tinued. Osteopathic manipulative therapy for spinal 
relaxation was begun on this day, and Digoxin dosage 
was discontinued. 

On the fourth postoperative day treatment was the 
same as that of the previous day, except that no further 
blood transfusions were given. Diluted Similac formu- 
la was alternated with glucose feedings. All feedings 
were retained from the onset. Clinically the child re- 
sponded quite satisfactorily. 

All parenteral administrations were discontinued 
on the fifth postoperative day. The formula was in- 
creased in strength and amount to fulfill the infant’s 
demands, and oral vitamin therapy was instituted. 

On the twenty-eighth postoperative day the infant 
was discharged, weighing 5 pounds 9 ounces. The sur- 
gical wound was completely healed. 


Discussion 


A review of the literature on defects in the gastric 
musculature with spontaneous rupture reveals some in- 
teresting facts. There are few more than a dozen cases 
that can be included in this strict classification of gastric 
rupture in the newborn. Of these, most subjects were 
premature males. To judge by cases in which race was 
recorded, the condition is found most frequently in the 
Negro and is associated with other congenital anomalies 
such as diverticula, clubfoot, and mongolism. 

The clinical picture of gastric perforation in the 
newborn has been variable. The literature shows that 
some have suffered from natal and/or neonatal anoxia, 
some have been cyanotic from birth, and others have 
had evidence of systemic infection. However, the in- 
fant may be asymptomatic except for feeding problems 
that can vary from that of the infant who nurses poorly 
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to that of one where vomiting has been severe since 
birth or suddenly develops just prior to the rupture, 
The only clinical manifestation reported in all cases has 
been abdominal distention with its associated respira- 
tory embarrassment. Since the distention is usually 
severe, diaphragmatic excursions are limited, resulting 
in early dyspnea and cyanosis. Consequently, abdomi- 
nal distention in the newborn should arouse suspicion 
of a ruptured viscus and warrants an immediate roent- 
genologic survey for pneumoperitoneum. If findings 
are positive, rapid surgical exploration and the judicious 
use of fluids, electrolytes, whole blood infusions, and 
antibiotics are indicated. 

While the cause of gastric rupture in the case pre- 
sented cannot be definitely stated, it would seem that 
either adrenal cortical stress following the exchange 
transfusion and/or congenital defect in the muscula- 
ture of the stomach might explain the pathologic con- 
ditions. Since no tissue was taken at the time of opera- 
tion and the infant survived, this latter theory can only 
be conjectured. 

Since surgery is the only therapy that can insure 
the survival of these infants, early diagnosis will mini- 
mize the danger from shock and peritonitis and enhance 
the chances for a favorable outcome. The degree of 
dehydration and shock present will depend upon the 
amount of extracellular fluid lost into the inflamed 
peritonieal cavity and distended bowel. Mechanical ef- 
forts to relieve the distention are seldom rewarding and 
only delay definitive diagnosis. 


Summary 


A case of spontaneous gastric rupture occurring in 
a premature newborn infant following an exchange 
transfusion and believed to have resulted from a defect 
in musculature of the stomach is presented. The infant 
survived operation and made an uneventful recovery. 

The importance of recognizing abdominal disten- 
tion in the newborn as a possible sign of ruptured viscus 
warranting immediate roentgenologic study of the ab- 
domen is stressed. The importance of proper fluid and 
electrolytic support before, during, and after surgery 
has been emphasized, along with the value of antibi- 
otics, vitamins, and osteopathic manipulative therapy in 
completing the management of such cases. 


Philadelphia College of Osteopathy 
48th and Spruce Sts. 
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A coin has two sides 


A coin has two sides and words have many mean- 
ings. The first fact we accept as a matter of course; 
more often we do not admit the second as a possibility. 
tn all history, nations have risen by words and fallen 
through their misunderstanding. 

This month’s lead article, “Symposium on Physical 
Medicine and Rehabilitation,’ was given special posi- 
tion by THe JourNAv’s editors because it carries a 
meaning for osteopathy and the osteopathic profession 
far beyond the ordinary definition of its key words— 
physical medicine and rehabilitation. Some readers, re- 
pelled by the title of the symposium, will pass it by, 
certain of the words’ denotation. Thereby they will 
miss the connotation of two words dynamic enough to 
reorient medicine, but so deeply grounded in their pop- 
ular meanings that it may take a hundred years “to 
get them off the ground’”—thereby to make them con- 
ceptually effectual. 

' Why is this true? The proverbial cat is less hard 
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to kill than men’s preconceived ideas. To medical read- 
ers generally, “physical medicine” means assorted 
modalities, and is facetiously classified as ‘“‘gadget” 
medicine. ‘Rehabilitation’ means exercises ; as one cor- 
respondent put it: Therein the doctor’s role is to aid 
the paraplegic to support his arm until the prescribed 
exercises enable him to support it himself. Blow up 
these two ideas beyond their true worth and one has a 
specialty—Physical Medicine and Rehabilitation. Medi- 
cal physicians reveal their rating of the idea of physical 
medicine by utter disregard; osteopathic physicians 
scorn physical medicine as the medical profession’s 
ersatz osteopathy, and witheringly refer to the low 
state to which osteopathy would fall were the profession 
to have real consort with the idea of physical medicine. 
Or they talk in terms of “a steal,” as if truth were a 
private thing. For different reasons, members of both 
professions have acceded to their few fatuous colleagues 
—let them play in their little specialty field ; it does have 
a limited usefulness. That the ideas of physical medi- 
cine and of rehabilitation may represent two universal 
medical concepts—two among few such concepts, eco- 
logical medicine is another—has not yet permeated 
either medical or osteopathic thinking, education, and 
practice. 

And yet there is evidence of fresh thinking—and 
not as a question or an issue, the matter is far from that 
proportion—in both healing art professions. The Octo- 
ber JouRNAL referred to this thinking in a comment on 
the first endowed chair of physical medicine and re- 
habilitation in America, set up recently in a medical 
school, and the program in P.M. and R. in operation 
in one osteopathic college. The Symposium that opens 
this month’s JouRNAL is the first examination of the 
role of physical medicine and rehabilitation by a repre- 
sentative cross-section of the osteopathic profession. 

The November 1957 JourNAL reflected this fresh 
thinking when it called the fundamental issue before 
the profession “neither one of how to recover the 
golden age of osteopathic legend nor how to find the 
way that leads to an osteopathic or medical Utopia.” 
Rather it saw the issue as how best “‘to work toward a 
solution of the problems of osteopathic medicine today 
as they arise within the total structure of medicine.” 
One factor of the solution was defined as physical 
medicine, understood for what it is—conceptual medical 
thinking, whether it be exercised in the profession of 
osteopathy or that of medicine. This editorial, there- 
fore, is a plea for a re-examination of the meaning of 
the key words that occupy the discussants presenting the 
Symposium. These are words by which osteopathy 
could get itself understood in today’s world. 

By happenstance, following World War I, the 
terms “physical medicine” and “rehabilitation” got used 
together before either could be analytically defined. 
The meaning of these two words became severely limit- 
ed in the minds of doctors. Their coupling (physical 
medicine and rehabilitation) added difficulties just as 
the coupling of x-ray diagnosis and x-ray therapy has 
created problems far from being solved in those fields 
of medicine. Before physical medicine and rehabilita- 
tion became understood in relation to medicine general- 
ly they had had a fence built around them; they became 
specialty words, Physical Medicine and Rehabilitation. 
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The causal factor that segregates medical concepts 
into specialties has been quite recently called the “over- 
weight of knowledge” by a medical educator. This 
overweight was directly responsible for the creation of 
the specialty of Physical Medicine and Rehabilitation 
before these words got themselves understood con- 
ceptually. They became largely specialized technics be- 
fore they were understood as ideas. Thereupon their 
specialty use took the words out of general circulation ; 
while growing richer in significance to their proponents, 
they became poorer in concept to all others. 

This is not to decry P.M. and R. as a specialty, or 
any specialty of medicine. It is merely to point to a 
reality: the division and compartmentalization of medi- 
cal knowledge to its undoing in meeting man’s health 
needs. 

The specialty connotation of physical medicine and 
rehabilitation was discussed editorially in the June 1955 
issue of THE JouRNAL. Therein it was pointed out that 
the establishment of a specialty college in P.M. and R. 
in osteopathy was another step in the profession’s at- 
tempt to meet its challenges. Readers interested in 
bringing their thinking up to date about this part of the 
problem should refer to the editorial for the facts; 
much more they should read carefully a lead article in 
the June 1956 issue, by Dr. W. W. W. Pritchard, en- 
titled, ‘““The Role of the Specialist in Physical Medicine 
and Rehabilitation in the Practice of Osteopathic Medi- 
cine Today,” and the article immediately following, by 
Dr. J. M. Andrews, “Physical Medicine as a Specialty.” 
Such a review would do more than any other one thing 
to make understandable the position of today’s osteo- 
pathic leaders—their growing appreciation of the over- 
all significance that physical medicine and rehabilita- 
tion as concepts hold for medicine in general and osteo- 
pathic medicine in particular. 

There exists the absolute necessity of separating 
the term “physical medicine” from its denotation as a 
specialty—to free it from what has been aptly called 
“the Babel of specialties.” Only thereby would it be 
possible to understand the term “physical medicine” 
within its comprehensiveness. Both the terms ‘physical 
medicine” and “rehabilitation” need to be reminted in 
all of our minds, to emerge semantically bright and 
shining. For words, like coins, can be reminted. 

We have already examined one side of the coin. 
It carries the familiar specialty design that is legal 
tender in the world of medicine, Physical Medicine and 
Rehabilitation, slight as is its circulation. The unfor- 
tunate fact remains that the obverse of the coin is rare- 
ly turned up. Turned, the design is a general one and 
comprises two terms and their explanation: physical 
medicine, meaning the use of physical agents for diag- 
nosis and therapy, and rehabilitation, meaning all the 
procedures that may be helpful to the patient and his 
family, now and at any time. Both terms have been 
clearly defined in the Symposium by several discussants. 


It is this side of the coin that should be used for 
circulation in the world of medicine generally by all 
persons responsible for medical care. It is not to be 
Nmited in its use to any one group of physicians, be 
they generalists or specialists. The future of the dis- 
cipline of medicine as one of the great sectors of man’s 
knowledge applied to more complete living, as is true 
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of law, theology, and the sciences, rests in the universal- 
ity of its concepts. 

Medicine’s overweight of knowledge has brought 
about its hyperspecialization, and the ensuing multidis- 
cipline has resulted in fractionated medical care. This 
result is far from what the creative minority of medical 
thinkers envisage as “comprehensive,” “total,” or 
“great” medicine, the medicine of tomorrow. Physi- 
cians can never operate holistically and ecologically un- 
til all of medicine’s universal concepts have been reab- 
sorbed into its body—to vitalize it. The doctor and the 
profession, individual and aggregate, whose range of 
vision stops short of this, are neither ambitious to con- 
tribute to the ultimate good of people nor capable of 
anticipating medicine’s future. 

It is to this exact purpose that the participants in 
the Symposium have directed their thinking; if uncon- 
sciously and without plan, then the more splendidly. It 
is indicative of a trend toward better understanding of 
the richness of the whole of medicine and the abundance 
that it could offer to modern man. 

The effect of the Symposium when carefully read 
is to raise curtains and open up vistas. Its participants 
would deny the right of any group to arrogate, appro- 
priate, pre-empt, and usurp medical knowledge. Here 
is recognition that conceptions of disease are as old as 
man’s history; the methods used to combat disease, 
equally old. The Symposium comes through as a rela- 
tional thing, so that osteopathy’s connections with the 
past and the future are made organic, not merely ver- 
bal. It is high time that this be done. 


Earlier in this statement it was pointed out that 
medical learning has become top-heavy, so that medi- 
cine generally is overwhelmed. Yet it avoids simplifica- 
tion as man once avoided the pox. Terms and defini- 
tions have become distinct entities, existing for their 
own sake and bearing no coordinated and connected 
relationship to a whole. And medical thinking has lost 
its fluidity. 

Thus it has become difficult for many of us to ac- 
cept the simple statement that physical medicine is a 
concept that formulates physical agents as fundamental 
to the diagnosis and treatment of disease, that physical 
medicine cuts across the entire field of medicine. All of 
this must be accepted before the specialty can function 
fully in either profession. And all of this must become 
widely known, the lag caught up, before osteopathy it- 
self can become understood or widely known, for what 
it actually is. 

As a matter of fact, practitioners of modern medi- 
cine think of physical medicine as a specialty in which 
they have little concern. Practitioners of osteopathy 
fail to sense in physical medicine conceptual medical 
thinking, genetic to osteopathy itself. Further, we miss 
an analogy that is obvious—the basis of modern phar- 
macology is scientifically theoretical; it is not merely 
the practice of drug administration. Modern pharma- 
cology is conceptual medical thinking, involving another 
universal concept in the diagnosis and treatment of dis- 
ease. So conceived, both physical medicine and phar- 
macology have root connections with all basic medical 
and physical sciences. Similarly, osteopathy. Viewed 
historically in relation to the total discipline, medicine, 
osteopathy’s creative contribution is to its physical 
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medicine phase. When the contribution is anatyzed, it 
will be found to include theory, the role of the mus- 
culoskeletal system and its abnormalities (lesions) in 
human health and disease, and practice, structural diag- 
nosis and osteopathic manipulative treatment. 

There are critical readers who will take the above 
statement and others out of context to prove to their 
satisfaction that such reasoning equates osteopathy with 
physical medicine. Thereupon, they will exclaim that 
the lesser (physical medicine) is made to contain the 
greater (osteopathy), and how can a part contain a 
whole? Carefully analytical and logically-minded read- 
ers will reply that the context does not even imply that 
osteopathy or osteopathic medicine is limited or was 
ever limited to a single concept. 

The immediate call upon us is to identify ourselves 
for ourselves, to mark out our own goals and justify 
them. This we must do in order to identify ourselves 
to other professions, societies, and groups, thereby to 
make our major purpose understandable to society as a 
whole. Moré than a half-century of misunderstanding 
must be wiped out. The problem is a complex one, full 
of ambiguities, paradoxes, and contradictions. The 
miasma will not be dissipated by wishful thinking or 
simple statements. Neither will it be resolved by inept 
arrogation of universal concepts; whether the arroga- 
tion is by a tremendously influential body of dominion 
and power or by a small and comparatively unproved 
group, it is of the same category. The question that is 
put to us today as a profession is a caustic one. Let us 
put it to ourselves ; it will seem less condemning. 

Has the time come in osteopathy when both as 
physicians and as a profession we are ready to put aside 
our prejudices, our foregone conclusions, or assump- 
tion of universal concepts? If it has, we are able to go 
inuch farther than organized medicine has gone thus 
far, or seems willing to go. 

Our beginning would be simple: recognition of 
the fact that an osteopathic manipulative treatment 
given by a doctor of osteopathy is the employment of 
one of the agencies of physical medicine. That such 
treatment involves special skills, that hitherto were not 
known, is true. But to deny that manipulation is physi- 
cal medicine on a historical basis would be similar to 
denying that ancient Egyptian physicians practiced a 
form of surgery and were skilled. 

To make such a simple acknowledgment is to get 
rid of special language; to eliminate jargon, like Latin 
in a modern prescription; and to have done with the 
mysterious, the esoteric, and the appearance of pro- 
fundity, attached to osteopathy by a voluble minority 
of its proponents. 

There are those who will be disturbed by a histori- 
cal identification of one phase of osteopathy with physi- 
cal medicine and the abandonment of the special lan- 
guage applied to it. Thereby, they will say we shall lose 
our “distinctiveness,” our “separateness,” and our “in- 
dependence.” Do we mean that by being “distinctive” 
that for over 60 years we have employed “osteopathic 
treatment”—meaning manipulation—in the care of a 
good many human ills and have found that in certain 
conditions and cases it is a marvelously useful thing? 
So what? Let us claim neither too much as we were 
once prone to do, nor too little, as we are now inclined. 
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Let us say emphatically and fearlessly that we have 
demonstrated clinically that there are conditions in 
which there is “no substitute” for manipulative therapy, 
just as there are others in which it seems to play little 
or no part. Our reminted coin, however on its obverse, 
reveals that osteopathic manipulative treatment is a 
form of physical medicine, one of the oldest forms of 
diagnosis and therapy known to man. So admitted, we 
have denied nothing of osteopathy’s worth, its special 
skills, and its highly developed technics. We are only 
being intelligible to get ourselves understood outside our 
own circle. And we are also being totally factual. 
We point out that we are not “mad” at anyone. We 
lay emphasis on the fact that today we are prepared to 
bring physical medicine out of the limbo into the com- 
mon light of day—not as the healing principle or the 
concept, but as a universal one, buried and forgotten 
except for relatively small and new groups of special- 
ists in both healing professions. Furthermore in this 
matter we can speak as the one profession that for 60 
years has recognized the maladjusted musculoskeletal 
system as a significant factor in the impairment of 
health. Likewise we have established the fact that for 
an equal period we have successfully employed a form 
of physical medicine in the treatment of maladjusted 
structure—osteopathic manipulative treatment. These 
claims are legitimate and of them we have the right to 
be humbly proud. 


This plea for correct identification of every aspect 
of osteopathy is not only that we get our profession 
identified to our friends in the medical, scientific, and 
social world, but that we no longer confuse our own 
student-physicians. They must come to see themselves 
not only as physicians in the general and proper sense 
of the word, but as exponents and conservators of 
physical medicine exemplified in the osteopathic profes- 
sion. Therein are opportunities to develop and con- 
tribute that are not present in the older profession of 
medicine. Today’s able young students can quickly 
grasp the fact that as physical medicine is improved 
and developed, the healing art professions will get 
closer to an effective management of the problems of 
chronic invalidism and eventually its prevention. They 
will see that there are insights in osteopathic medicine 
and strength in its organized profession not to be found 
elsewhere. They will find themselves challenged to ad- 
vance these insights and to become skilled in their op- 
eration. Therein a second profession of medicine exists 
not for its own sake but for the added service it can 
render. 


THE JourNAL can lend no greater emphasis to its 
examination of the other side of the coin than to repeat 
itself : 


Physical medicine has become a challenge to the osteopathic 
profession to contribute its knowledge, experience, and wisdom 
gained through the years. Here is a stone which the builders 
have hitherto rejected. It could be put at the head of the 
column. Osteopathy is challenged to help place it there. . 
The accomplishment of our destined purpose lies within our 
hands. 


These are some of the reasons that the Symposium, 
as an insight into the profession’s thinking today, is one 
of the most significant articles that has been published 
in THE JOURNAL in many years. 
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Who THIS QUESTION is occasion- 
ally asked about the policy 

Sets of the editorial department 
policy ? and its publications. It is 


best answered by first ask- 

ing the question: Who sets 
the policy of the American Osteopathic Association ? 
Basic policy is made by the A.O.A. House of Dele- 
gates ; occasionally the House determines specific policy, 
but generally it leaves instrumentation of basic policy 
within the direction of the Board of Trustees. Gen- 
erally the Board determines working policy. The Exec- 
utive Secretary is the responsible officer of the Asso- 
ciation in directing and coordinating activities of the 
various societies, groups, and agencies, and their per- 
sonnel at the national level. 

Editorial policy is determined by the A.O.A. Edi- 
tor, working within A.O.A. basic policy established by 
the House and the specific policies enunciated by the 
Board, and the directives of the Executive Secretary, 
interpretive of the actions of House and Board. 

It is the responsibility of the Editor to conform 
official publications to A.O.A. basic policy in all mat- 
ters, and to specific policy when it has been stated. 
Within these limitations, the Editor establishes editorial 
policy and may express, if need be, an opinion on mat- 
ters on which no official position has been taken. Edi- 
torial opinions are an editor’s interpretation of general 
policies applied to specific matters. Therein lies the 
sharp distinction between an official position of the As- 
sociation stated editorially and an editor’s opinion on 
matters on which no official position has been taken. 
The latter is an interpretation of a specific matter with- 
in the broad principles and general policies of the Asso- 
ciation. Such an opinion is an individual application of 
fundamental philosophy and practice. An editor’s opin- 
ion is never more than an individual’s opinion, but it 
is that of an authentic and responsible person. Editorial 
prerogative, which has a historical and logical basis 
is jealously guarded by every editor; otherwise official 
bodies would need only technical editors concerned with 
production, and acting as a mouthpiece for these bodies. 
Yet an editor worthy of the name never forgets the 
limitations imposed on him, just as he expects the gov- 
erning body which he represents to respect his intelli- 
gence and judgment. Editorial freedom is freedom 
with responsibility—serious responsibility. The posi- 
tion of an editor demands an individual capable of 
maintaining that kind of balance. 

This is a brief answer to the question of who sets 
editorial policy. Ultimately, as in every section of a 
democratic society, policy is determined by those who 
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elect governing bodies. This is true of the nation, the 
state, and its units ; and it is equally true of such volun- 
tary membership agencies as the American Osteopathic 
Association. 


“itE WAS A SCHOLAR, and 
a ripe and good one; ex- 
ceeding wise, fair-spoken, 
and persuading”: No bet- 
ter words could be found 
to characterize the late Dr. 
L. van Horn Gerdine—with this his former students, 
and they were many over many years, would agree. 
Death came to him December 22, 1957, at 84, as it 
should to all men, as a little thing and naturally, for he 
was in good health and in active practice until the Day 
itself. 

Of particular interest to future historians of the 
osteopathic movement, and especially of its beginnings, 
will be the typology of the individuals generative to 
it, of whom Dr. Gerdine was a prototype. 

That strong, able, and highly intelligent men were 
attracted to osteopathy in its founding days is a thing 
natural to all reform movements, and osteopathy began 
as reform, medical reform. The condition of medical 
education, the standards of medical care, and the ca- 
pacity of men attracted to the medical profession in 
America were not matters for pride at the turn of the 
century. There were striking exceptions that only 
proved the rule. The new profession, however, proved 
a challenge to mature, thoughtful, and educated men, 
and more than a relative number responded. Even 
among these L. van Horn Gerdine was outstanding. 
Harvard (M.A) for the humanities (he was a descend- 
ant of two of its presidents) ; Rush Medical, then the 
highest ranking professional school west of the sea- 
board for medicine ; graduate work at Johns Hopkins ; 
and 3 years of disciplined study abroad at the univer- 
sities of Berlin, Munich, Heidelberg, and Vienna; this 
was the training program of an individual whose natu- 
ral superiority was inclusive. He had previously re- 
ceived a D.O. degree from the Boston Institute of 
Osteopathy. 

Physician, practicing psychiatrist, educator, col- 
lege administrator, and a natural leader of able men, 
Dr. Gerdine would rate a rare person in any period. 
Richly endowed, he returned the riches given him 
by the profession first to make him a physician, multi- 
plied beyond count. But what is written here is not 
done in tribute. It is to point to the fact that the gift 
of creativeness is not to be surface-mined. 


“Exceeding wise. 
fair spoken, 
and persuading” 
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Young osteopathic physicians and student-physi- 
cians should also know that high scholarship and full 
learning characterized many of their profession’s 
founders. It is a fact that among their number were 
many eligible to be counted within “the society of 
learned men.” 

The young physician moved today to enrich and 
enlighten himself scholastically has created no new 
precedent in his profession, he but maintains its tradi- 
tion. Let him have no pride. He who would become 
a master of the art of living, as did Dr. Gerdine, must 
begin early and never count the cost. Thereby are 
debts repaid. 


READERS WISHING the. bio- 

One 8taphical details on the life 

ifaw of Dr. Louisa Burns who 

© died in California on Janu- 

counted ary 19, 1958, will find them 

recorded in the March 

Forum. Those who were privileged to hear Dr. Burns 

speak briefly and without a note before the opening 

session of the Fifty-Fifth Annual Convention of the 

American Osteopathic Association, Milwaukee, 1951, 

will remember it as a quietly dramatic moment. It was 

not her last spoken word to the profession she had 

served so long, but it was obvious to her listeners that 

she intended it as a final estimate of her own life and 

work. THE JouRNAL, later, and within another con- 
text, made this comment! on her remarks: 


A year ago, from the summit of the years, an individual 
who has spent her life in osteopathic research said to the pro- 
fession that she did not know how much or how little of the 
truth about osteopathy had been established—but that [to her! 
only one thing counted: to continue the search no matter where 
the search might lead. This is no ordinary goal. Only those 
can press forward to it who have put aside sectarian and par- 
tisan faiths, and who know no dogma. It is a way of intellec- 
tual doubt admitting only verifiable knowledge. It is not the 
way of revelation; the uncritical enthusiast will not travel it, 
and the authoritarian disdains it. It is the way of scientific 
method. Organized medicine moves forward upon the course 
only falteringly; organized osteopathy has done no more. But 
it is not what the future will bring to us that will determine 
our historic destiny. It is what we shall bring to the future. 


One who had worked with her in her later years 
and who knew her well has said that it is within such 
thinking that she would wish to be remembered. The 
statement is repeated here as the tribute of Tur Jour- 
NAL to a life that never looked back, but always for- 
ward. 

1, Editorial: Charism. J. Am. Osteop. A. 51:491-493, June 1952. 


“Raising THE LEVELS of 

wellness” is the title of an 

the levels of article of special interest to 
wellness osteopathic physicians re- 

printed in THE Forum for 

March. Those who have 

not yet read it should earmark the article for careful 
study. It is further evidence of the advanced medical 
thinking that is being done by a creative minority in 
the field of medicine, medical science, and the social 
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sciences that are related to medicine. The point of 
view is a conclusive one of its author,.Halbert L. Dunn, 
M.D., Chief, National Office of Vital Statistics, who 
has emphasized repeatedly in other contexts, that the 
time has come for a scientific study on what is meant 
by health and how it is lost or maintained. 

The approach to health is almost entirely a nega- 
tive one. Health is the mere absence of disease, in the 
minds of physicians generally and of laymen. The cen- 
tral position of modern medicine is almost totally 
remedial and curative. Its preventive aspects are large- 
ly confined to “the employment of so-called specific 
agents to prevent specific diseases caused by specific 
living agents.” And that leaves the practice of medi- 
cine essentially curative. In the summary of his article, 
Dr. Dunn calls attention to the real significance of the 
concept of “wellness”: “That the disciplines of medi- 
cine and public health have before them the possibility 
of developing a second major axis of interest, akin to 
the long-standing one of interest in sickness—an axis 
which will be oriented toward defining and raising levels 
of wellness.” (Italics supplied. ) 

We are indebted to the Editor of the Journal of 
the National Medical Association in which “Points of 
Attack for Raising the Levels of Wellness” was first 
published, and to its author, for permission to reprint 
the study in Tire Forum. 


ON APRIL 1, 1958, the Seton 
Current [all College of Medicine 
° and Dentistry will present 
technics of another in its series of talks 
sterilization on current technics of steri- 
lizing hospital supplies and 
medical equipment. These talks are presented by out- 
standing authorities in their fields. The April lecture 
will be given by E. H. Spaulding, Ph.D., Professor 
of Bacteriology, Temple University, Philadelphia. The 
series has been established under a grant by Becton, 
Dickinson and Company. The lectures are open to all 
practicing physicians, hospital personnel, and members 
of allied sciences. Another lecture is scheduled for 
October 14, 1958, and to be given by Carl W. Walter, 
M.D., surgeon, Peter Bent Brigham Hospital, and 
Associate Clinical Professor of Surgery, Harvard 
Medical School. Osteopathic physicians and hospital 
personnel are invited to attend these lectures through 
the courtesy of Charles L. Brown, M.D., Dean, Seton 
Hall College of Medicine and Dentistry. 


LABOR’S INTEREST in medi- 

Labor and care and the definition 

of the quality of medical 

Great care, as noted above, are 

medicine examples of what the late 

Alan Gregg termed in one 

of his last books, “Challenges to Medicine,” as “great 
medicine’—medicine greatly conceived, greatly chal- 
lenged, and afforded a great response by its practition- 
ers. The student physician of today as the physician of 
tomorrow may well find himself a part of a profession 
called to new heights and broader services than he 
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dreams of in solo practice on a fee-for-service basis. 
The future doctor who hopes to achieve greatly will 
find that he needs much more preparation than is af- 
forded by his mastery of certain skills and technics, 
fundamental as is that kind of preparation to the phy- 
sician. The medicine of tomorrow will not be practiced 
adequately nor satisfactorily by little men possessing 
still slighter vision. 


THE TRANSFER TO THE 

The Jouxnat of all reporting on 
activities of the American 

NeW Osteopathic Association has 
FORUM enabled its editors to alter 


Tue Forum entirely to a 
news magazine of the organized profession’s affiliated 
societies and groups. Of these, there are more than 
fifty. From now on there will be no duplication of ma- 
terial, in the two publications. 

Activities of A.O.A. volunteer workers and of the 
Headquarters staff are now carried wholly in the sec- 
tion of THE JouRNAL devoted to these happenings and 
to a presentation of A.O.A. purposes and policies. Any 
accounting in THE Forum of osteopathic activities that 
appear to be national in character are described from 
the point of view of the particular affiliated group that 
is concerned, and not from that of the Association it- 
self. Although THE Forum no longer carries editorials, 
its production is entirely governed by the working pol- 
icy of the editorial department. 

Evidence of the degree to which THE Forum has 
been made a publication for affiliated societies of the 
Association is shown on the masthead of the March is- 
sue, listing the contributing editors thus far officially 
appointed by each one of the A.O.A. affiliated societies. 
The list is not complete because some groups have 
failed to name a contributing editor. 

THE Forum has come to represent a cooperative 
group activity whose foundation is adequate communi- 
cation between a given group and the periodical’s edi- 
tors. As yet the communication is quite incomplete. 
Most effective is the interchange between the National 
Auxiliary and its various branches and THE Forum 
editors ; next in line are the divisional societies and the 
College of General Practitioners. Osteopathic colleges 
as a whole appear to rely largely on the communication 
they establish through direct contact with their alumni 
rather than any genuine effort made to inform the pro- 
fession nationally through THE Forum of their pur- 
poses and plans. Specialty colleges tend to restrict their 
news to their annual program meetings. Few use THE 
Forum as a method of reaching their membership, or 
what would seem more important, to explain to the 
profession at large their purposes as a teaching body 
without a physical plant. Many district and local groups 
—there are more than 250 of these—submit copy regu- 
larly indicating an awareness that they constitute 
the ground of the profession and do not wish to be 
overlooked. 

There is no affiliated group that should not identify 
itself to the profession. Lacking the strength afforded 
by sheer numbers, the osteopathic profession can com- 
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pensate by developing the strength of cohesiveness. The 
profession’s tendency to individualize itself now in 
groups or societies may be an inheritance from the days 
when the profession itself was composed of individuals 
with no great sense of collectivity or need for collective 
action. Such a sense is developed with maturity. It is a 
state that sociologists, the experts on social organiza- 
tion, term “‘institutionalization.” Then the body travels 
on its own momentum, has a life of its own, and is 
actually an entity no longer dependent for life and vi- 
tality upon individuals. 

Organized osteopathy now has an official news- 
magazine. It is entering a period of trial to determine 
its actual worth to all the components of organized os- 
teopathy. If THE Forum proves to be valuable to vari- 
ous groups so that full use is made of it, it may be 
assumed that it will be continued as a publication of the 
Association—but only if its need is made manifest. 


WIDESPREAD investigations 


Notes °f possible biochemical fac- 

a wae tors in mental illness are 
being pursued by grantees 

form in institutions across the 


country. Research involves 
drugs, both as therapeutic agents and as tools for re- 
search. Congressional appropriation alone amounts to 
$2 million. These drugs are now classified as “psycho- 
pharmacologic” agents; the field of research is termed 
“‘psychopharmacology.” The Seventh Revision of 
the “International Classification of Diseases” is now 
ready for distribution. This study of morbidity and 
mortality sells for $3.50 for the two volumes. Checks 
should be made payable to the Public Health Confer- 
ence on Records and Statistics, c/o Department of 
Health, Education, and Welfare—NOVS, Washington 
25, D.C. The revision is an indispensable reference 
document for every hospital library. {The Cancer 
Chemotherapy National Service Center of the Na- 
tional Institutes of Health, Bethesda, Maryland, has 
signed a contract with Chas. Pfizer & Co., under which 
the company will test its antibiotic filtrates and other 
organic compounds against cancer. More than $1 
million will be spent during the first year of opera- 
tions. {The Public Health Service recently re- 
ported that a Census Bureau survey indicates that there 
are 45 million Americans under 40 who were not vac- 
cinated against paralytic poliomyelitis. Of them, 15 
million are children. {The National Health Coun- 
cil has announced the election of the U.S. Office of 
Education to advisory membership and the National 
Nephrosis Foundation to active membership. N.H.C. 
agency membership now stands at sixty-three. q¥A 
recent acquisition of the A.O.A. library is “Die Oste- 
opathie, Manuelle Wirbensaulentherapie.” This manual 
was originally published in French under the title 
“L’Osteopathie une Nouvelle Methode Clinique et 
Therapeutique.” The author is Dr. Robert Lavezzari 
of Paris. The book which is paperbound and 144 pages 
in length was purchased in Vienna and presented to the 
A.O.A. by Dr. John P. Wood of Birmingham, Michi- 
gan. 
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> My meeting with the College of Osteopathic Obste- 
tricians and Gynecologists in Denver in February was 
a good one all the way around. First, it was the group’s 
largest meeting in point of numbers; secondly, the pro- 
gram was one of which the group and our profession 
can be proud. One had only to listen to the discussions 
to find out that these men were talking about problems 
that they were meeting every day and to know that they 
were bringing today’s best known technics to their 
solution. 

Several questions, however, spring up in my mind. 
What does osteopathy (or medicine) definitely know 
about the clinical effects of a disturbed musculoskeletal 
system on the health of a pregnant woman? That preg- 
nancy takes a health toll has never been denied. And I 
am sure many D.O.’s—particularly those long in prac- 
tice—could immediately make a good case for the use- 
fulness of manipulative care during pregnancy. That 
is an old story, more often heard in the past than today, 
and one unquestionably true. But testimonials are not 
enough, whether from doctors or patients. They do not 
meet today’s demands for facts gained through con- 
trolled experiments by researchers. I suppose medical 
scientists would say that the question calls for funda- 
mental research by biophysicists before the question 
can be answered. But that would put the cart before 
the horse. Has present-day clinical observation estab- 
lished the existence of structural problems in the preg- 
nant woman? Are we thinking in structural terms to 
the degree that our clinical observation and conclusions 
are valid? 

Another question occurred to me. Pathologists, 
medical and osteopathic, agree that on the basis of tissue 
examination too many normal uteri are being removed. 
Experienced, conscientious, and patient surgeons point 
to serious functional problems of the female pelvis for 
which they have found no help for the patient except 
through hysterectomy. Rightly they ask what can be 
done for their patients and point out that a careful 
follow-up often disproves the pathologic findings. Could 
it be that there are musculoskeletal factors of which we 
are not aware in gynecologic cases? There must be men 
among our own group of specialists who are thinking 
about this possibility. Is it too soon to look to them for 
an expression of this thinking? 

There are indications in medical literature, slight 
as they are, that this kind of thinking is being done in 
small areas of the medical profession. It is being ex- 
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pressed in old words that are used in fresh ways: exer- 
cise, rehabilitation, physical medicine as a method of 
diagnosis and of treatment, consideration of the whole 
body (certainly that means its mechanics), and the ef- 
fects of stress, physical or mental. These indications 
should not disturb us. We should be encouraged that 
we have able fellow-travelers. None of this is said in 
criticism of any body or any group, unless it be self- 
criticism that takes in every man of us. 

I want to talk with you about a problem that is 
not one merely to think about but also is one to act on. 
And almost everybody admits it as such. Its study has 
been ordered by the House and the Board. It has to do 
with the Annual Convention of the American Osteo- 
pathic Association and the annual meetings of affiliated 
and specialty groups. First, I ask you to read the news 
about a meeting of the Committee on Format and 
Scheduling of National Conventions held in Chicago on 
February 1 to study the problem. It was made up of 
more than twenty representatives from various groups. 
The A.O.A. Editor advises me that the facts will be 
found on page 487 of this JouRNAL. 

With the meeting as background, I point out to 
you that of fifteen national bodies that hold annual pro- 
gram sessions, more than ten have no meeting ties with 
the A.O.A. Five meet as a clinical assembly sponsored 
by the College of Osteopathic Surgeons. Even this as- 
sembly is as cut off from A.O.A. annual conventions 
as that of any group that meets by itself, such as the 
College of Obstetrics and Gynecology. 

This break-up is not a new point for discussion. 
As early as 1947 the House went on record that some- 
thing must be done to get the whole profession together ; 
this was said again in 1951. It was not until 1953 that 
representatives of affiliated societies, the specialty 
groups, and A.O.A. officials got together in a meeting. 
They met and agreed that they should meet again, but 
said nothing about when. Our publications have dis- 
cussed this matter for years. In THE JoURNAL as late 
as December the question was put directly to all con- 
cerned: How can a small profession maintain an effec- 
tive organizational unity not only in name but in reality? 

And I ask you. How can we? I have learned one 
thing in the last 7 months. This fractionation is no 
longer a question. It is a problem. We must find the 
solution, and “‘we” means the profession. The House- 
Board Committee after a year’s study said February 1 
that there is only one answer: We must find a way to 
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combine the national program meetings of all groups 
into a united clinical assembly in which each participat- 
ing organization presents its own program. I am told 
that the over-all plan is much like the highly successful 
annual clinical assembly of the College of Surgeons and 
four other groups. Such a plan would also call for an 
annual organizational meeting composed of the repre- 
sentatives of all groups convening at the same time as 
the A.O.A. Board of Trustees and House of Delegates. 
That would mean two meetings a year. 

What has come out of the February 1 meeting? 


For the first time, something hopeful. Group represen- 
tatives have agreed to bring the matter before their 
official bodies, reach some kind of decision, and meet 
with the Committee within a year. For the first time, 
I believe we have gone beyond wishful thinking. We 
can only pray that with time and patience we will get 
something accomplished. I feel that the February meet- 
ing of the Committee on Format and Scheduling was 
adjourned with most of those attending convinced that 
this 10-year question dare not be brushed under the rug 
longer and that we would look forward to a day of 
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C. D. Sworr, D.O., Chairman 


§ DEPARTMENT OF PUBLIC RELATIONS 


Bills in Congress 


> The second session of the 85th Congress convened 
January 7, 1958. Bills introduced during the first ses- 
sion, but not enacted, remain pending for action during 
the second session. 


H. R. 9610—Mr. Anfuso, of New York. Pro- 
vides for establishment in the Department of Defense 
of a United States Science Academy to train selected 
men and women, to be known as cadets, in the field of 
science or engineering for service as officers or em- 
ployees of the United States. 

H. R. 9611—Mr. McCormack, of Massachusetts. 
Establishes a National Science Council to coordinate 
federal programs in the fields of science and tech- 
nology. 

H. R. 9630—Mr. Bennett, of Florida. Provides 
for deduction for income tax purposes of contributions 
to the United States for use in providing scholarships 
for students of science. 

H. R. 9634—Mr. Boggs, of Louisiana. To ex- 
pedite the utilization of television facilities in our pub- 
lic schools and colleges and in adult training programs. 

H. R. 9635—Mr. Brooks, of Texas. To provide 
for a national program of science scholarships, and the 
establishment of a program of loans to educational in- 
stitutions to aid in providing adequate science facilities. 

H. R. 9643—Mr. Collier, of Illinois. Amends Se- 
lective Service Act to provide for deferment of school 
teachers and persons studying to become school teachers. 

H. R. 9672—Mrs. Kee, of Virginia. To provide 
for establishment of a United States Academy of 
Science. 

H. R. 9685—Mr. Long, of Louisiana. To create 
a United States Science Academy. 

H. R. 9689—Mr. MacDonald, of Massachusetts. 
Amends the Outer Continental Shelf Lands Act to pro- 
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vide revenues shall be used as grants-in-aid of primary, 
secondary, and higher education. 

H. R. 9692-—Mr. Martin, of Massachusetts. To 
provide for a scholarship program to aid in maintain- 
ing and strengthening United States leadership in cer- 
tain fields of science and technology. 

H. R. 9712—Mrs. Rogers, of Massachusetts. To 
establish a United States Armed Forces Science Acad- 
emy. 

H. R. 9725—Mr. Sieminski, of New Jersey. To 
establish a national program of scholarships to be 
awarded annually by the Secretary of Health, Educa- 
tion, and Welfare in the fields of science designated by 
him as fields of science in which there exists a national 
shortage of professionally trained individuals, and 
awarded by the Secretary to individuals selected by 
him solely on the basis of their ability, as established 
through competitive examinations conducted by him. 

H. R. 9822—-Mr. Fogarty, of Rhode Island. To 
provide for holding a White House Conference on 
Aging to be called by the President before December 
31, 1958. 

H. R. 9835—Mr. Roosevelt, of California. 
extend OASI coverage to doctors of medicine. 

H. R. 9843—Mr. Taylor, of New York. Amends 
Selective Service Act to provide for deferment of col- 
lege students enrolled in science courses and to provide 
that such students may satisfy their military obligation 
by employment in certain defense industries. 

H. R. 9845—Mr. Thompson, of New Jersey. 
Amends Internal Revenue Code to increase the amount 
of charitable contributions made by a corporation 
which may be allowed as a deduction where all or part 
of such contributions are made to educational institu- 
tions. 

H. R. 9864—Mr. Merrow, of New Hampshire. 
Amends Social Security Act to remove limitations 
upon the amount of outside income which an individual 
may earn while receiving OASTI benefits. 

H. R. 9899—-Mr. Baker, of Tennessee. Amends 
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Internal Revenue Code to allow deduction for certain 
amounts paid by a teacher for his further education. 

H. R. 9902—Mr. Boggs, of Louisiana. To estab- 
lish a United States Academy of Science. 

H. R. 9905—Mr. Dingell, of Michigan. To au- 
thorize the Secretary of Defense to grant scholarships 
and fellowships in scientific fields to promote the de- 
fense and security of the United States. 

H. R. 9918—Mr. Long, of Louisiana. To estab- 
list a Federal program of financial assistance to stu- 
dents selected by the National Science Foundation in 
the field of physics, chemistry, mathematics, or such 
other fields of the physical sciences as the Foundation 
may designate. 

H. R. 9928—Mr. Rogers, of Florida. Amends 
Internal Revenue Code to allow a deduction for certain 
amounts paid by a teacher for his further education. 

H. R. 9931—Mr. Sikes, of Florida. Amends In- 
ternal Revenue Code to permit school teachers and ad- 
ministrators to deduct expenses incurred by them in 
attending classes to acquire additional training or edu- 
cation. 

H. R. 9971—Mr. Ikard, of Texas. Amends In- 
ternal Revenue Code to provide that an individual may 
deduct amounts paid for tuition, fees, and books to 
certain public and private institutions of higher educa- 
tion for his education or the education of any of his 
dependents. 

H. R. 9981—Mr. Winstead, of Mississippi. 
Amends Internal Revenue Code to permit school teach- 
ers and administrators to deduct expenses of attending 
classes to acauire additional training or education. 

H. R. 10002—Mr. Fino, of New York. Amends 
Social Security Act to increase amount of an individ- 
ual’s earnings which may be counted as the basis for 
his benefits under OASI. 

H. R. 10026—Mr. Sikes, of Florida. Amends In- 
ternal Revenue Code to allow a taxpayer an additional 
exemption for a dependent child who is a student above 
the high-school level. 

H. R. 10030—Mr. Teller, of New York. Amends 
Internal Revenue Code to allow deduction of certain 
expenses incurred by taxpayer for education of a de- 
pendent. 

H. R. 10067—Mr. Rodino, of New Jersey. To 
provide for the establishment of a United States Sci- 
ence Academy. 

H. R. 10068—Mr. Rodino, of New Jersey. To 
provide for loans to needy and scholastically qualified 
students, to continue post-high-school education in cer- 
tain fields of science designated by the U. S. Com- 
missioner of Education. 

H. R. 10104—Mr. Broomfield, of Michigan. 
Amends Internal Revenue Code to allow a deduction 
from gross income for certain amounts paid by a 
teacher for his further education. 

H. R. 10105—Mr. Cederberg, of Michigan. 
Amends Social Security Act to increase the amount of 
outside earnings permitted without deductions from 
OASI benefits. 

H. R. 10159—Mr. Griffin, of Michigan. To es- 
tablish a Commission of the Establishment of a United 
States Academy of Science. 

--H. R. 10170—Mr. Boggs, of Louisiana. Amends 
Social Security Act to remove limitation upon the 
amount of outside income which an individual may 
earn while receiving OASI benefits. 

H. R. 10178—Mr. McDonough, of California. 
Amends Vocational Rehabilitation Act to provide addi- 
tional Federal support to carry out adequate demon- 
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stration programs for the vocational rehabilitation of 
the physically handicapped. 

H. R. 10180—Mr. Sikes, of Florida. Amends the 
National Foundation Act of 1950 to provide scholar 
—_ and fellowships for engineering and science stu- 

ents. 

H. R. 10208—Mr. Riehlman, of New York. Pro- 
vides for coordination of Federal programs in the fields 
of science and technology and creates National Science 
Council. 

H. R. 10224—Mr. Adair, of Indiana. Establishes 
in the Department of Defense a United States Acad- 
emy of Science and Technology. 

H. R. 10229—Mr. Broomfield, of Michigan. Es- 
tablishes a Commission on the Establishment of a 
United States Academy of Science. 

H. R. 10278—Mr. Kearns, of Pennsylvania. Edu- 
cational Development Act of 1958. 

H. R. 10279—Mr. Frelinghuysen, of New Jer- 
sey. Educational Development Act of 1958. 

H. R. 10290—Mr. Udall, of Arizona. Amends 
Outer Continental Shelf Lands Act to provide that 
revenues under the Act shall be used as grants-in-aid 
of primary, secondary, and higher education. 

H. R. 10293—Mr. Dawson, of Illinois. To estab- 
lish a National Scientific Research Reserve Fund. 

H. R. 10364—Mr. Westland, of Washington. 
Amends Internal Revenue Code to provide that an in- 
dividual may deduct amounts paid for his higher edu- 
cation, or for the higher education of any of his 
dependents. 

H. R. 10381—Mr. Elliott, of Alabama. National 
Defense Education Act of 1958. 

H. R. 10394—Mr. Matthews, of Florida. Amends 
Internal Revenue Code to eliminate the provisions 
which presently restrict the deduction for medical ex- 
penses to those exceeding 3% of the taxpayer’s ad- 
justed gross income. 

H. R. 10404—Mr. Williams, of Mississippi. 
Amends Federal Food, Drug and Cosmetic Act by pro- 
hibiting new food additives which have not been ade- 
quately pretested. 

H. R. 10454—Mr. O’Konski, of Wisconsin. To 
establish a scholarship program to train scientists and 
technicians and provide that scholarship beneficiaries 
shall be obligated to serve in the Armed Forces upon 
completion of their education. 

H. R. 10456—Mr. Price, of Illinois. Amends the 
National Science Foundation Act of 1950, to establish 
scholarships and fellowships. 

H. R. 10464—Mr. Van Zandt, of Pennsylvania. 
Amends the National Science Foundation Act of 1950 
to establish scholarships and fellowships. 

H. R. 10499—Mr. Rains, of Alabama. Small 
Business Tax Adjustment Act. Includes voluntary re- 
tirement plans similar to Jenkins-Keogh Bill (H. R. 9 
and H. R. 10). 

H. R. 10503— Mr. Rhodes, of Pennsylvania. 
Amends Internal Revenue Code to allow a deduction 
from gross income for certain amount paid by a 
teacher for his further education. 

H. R. 10506—Mr. Scott, of Pennsylvania. 
Amends Internal Revenue Code to increase exemption 
allowed a taxpayer for a dependent from $600 to 
$1,000 for any taxable year in which such dependent is 
a student attending school at the college level or above. 

H. R. 10532—Mr. Dellay, of New Jersey. Social 
Security Amendments of 1958. Provides OASI insur- 
ance against costs of hospital, nursing home, and sur- 
gical service. 
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H. R. 10543—Mr. May, of Connecticut. Amends 
Internal Revenue Code to allow a taxpayer a deduction 
for expenses paid by him for his education or the edu- 
cation of his spouse, or any of his dependents. 

H. R. 10566—Mr. Hagen, of California. Amends 
Internal Revenue Code to allow a deduction from gross 
income for certain amounts paid by a teacher for his 
further education. 

H. R. 10578—Mr. Dingell, of Michigan. Amends 
Social Security Act to provide a more liberal definition 
of the term “‘disabilitv” with reference to disability in- 
surance benefits and disability freeze. 

H. R. 10583—Mr. Dingell, of Michigan. Amends 
Social Security Act to provide that certain determina- 
tions of permanent and total disability made by other 
federal or state agencies shall be accepted by the Secre- 
tary of Health, Education, and Welfare as proof of 
disability. 

H. R. 10598— Mr. Carrigg, of Pennsylvania. 
Amends Housing Act of 1950 to authorize loans under 
the college housing loan program for the construction 
of science buildings and libraries at educational institu- 
tions. 

H. R. 10603—Mr. Eberharter, of Pennsylvania. 
Amends Internal Revenue Code to increase amount of 
charitable contributions made by corporations and in- 
dividuals which may be deducted from gross income, 
where such contributions are for basic research. 

H. R. 10617—Mr. Judd, of Minnesota. Small 
Business Tax Adjustment Act. Includes voluntary re- 
tirement plans similar to Jenkins-Keogh bill (H. R. 9 
and H. R. 10). 

S. 2917—Mr. Tyhe, of Minnesota. Provides for 
program of scholarships for college undergraduate and 
graduate level education, to be administered by the 
Commissioner of Education. 

S. 2938—Mr. Frear, of Delaware. Amends In- 
ternal Revenue Code to allow an additional income ex- 
emption for an individual who is a student at an 
educational institution above the secondary level. 

S. 2956—Mr. Monroney, of Oklahoma (for him- 
self, Mr. Kerr, of Oklahoma, and Mr. McNamara, of 
Michigan). Amends Vocational Education Act of 1946 
to promote scientific education. 

S. 2957—Mr. Thurmond, of South Carolina. Es- 
tablishes a United States Science Academy, in the De- 
partment of Defense. 

S. 2967—Mr. Gore, of Tennessee. Establishes a 
National Science Academy in the Department of 
Health, Education, and Welfare, for a program of sci- 
entific scholarships, and the encouragement of the 
study of mathematics and science by assisting the 
States in providing science education. 

S. 2978—Mr. Yarborough, of Texas. To estab- 
lish a program of educational assistance to veterans 
who served in the Armed Forces of the United States 
after January 31, 1955. 

S. 2994—Mr. Neuberger, of Oregon (for him- 
self, and Mr. Kefauver, of Tennessee). To provide for 
holding a White House Conference on Aging to be 
called by the President before December 31, 1958. 

S. 3086—Mr. Proxmire, of Wisconsin. Social 
Security Amendments of 1958. Amends Social Secur- 
ity Act to raise benefits thereunder, to raise maximum 
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amount of annual earnings upon which benefits may 
be based, to provide for hospitalization insurance, etc. 

S. 3089—Mr. McNamara, of Michigan (for him- 
self, and Mr. Humphrey, of Minnesota). Provides for 
a White House Conference on Aging to be called by 
the President before December 31, 1958. 

S. 3096—Mr. Smathers, of Florida. Amends In- 
ternal Revenue Code to allow deduction for amounts 
paid by a teacher for his further education. 

S. 3110—Mr. Potter, of Michigan. Creates a 
Commission on the Establishment of a United States 
Academy of Science. 

S. 3111—Mr. Jenner, of Indiana. To establish a 
United States Academy of Science and Technology. 

S. 3119—Mr. Mansfield, of Montana. Amends 
National Science Foundation Act to revise authority to 
grant scholarships and fellowships. 

S. 3121—Mr. Holland, of Florida. Amends Fed- 
eral Property and Administrative Services Act of 1949 
to public health agencies of any State or political sub- 
division thereof. 

S. 3126—Mr. Humphrey, of Minnesota (for him- 
self, Mr. McClellan, of Arkansas, and Mr. Yarbor- 
ough, of Texas). Creates an executive department to 
be known as the United States Department of Science 
and Technology. 

S. 3155—Mr. Flanders, of Vermont. Amends 
Tariff Act of 1930 to permit educational organizations 
to import free of duty scientific and laboratory appara- 
tus for educational or scientific purposes. 

S. 3156—Mr. Flanders, of Vermont (for him- 
self, and Mr. Bricker, of Ohio). To provide for in- 
crease in National Science Foundation’s programs for 
summer and academic year institutes for advanced 
education for teachers in science or humanity. 

S. 3157—Mr. Flanders, of Vermont (for himself, 
and Mr. Bricker, of Ohio). Establishes a Federal 
Scholarship Board in the Department of Health, Edu- 
cation, and Welfare for a scholarship program to assist 
promising students to obtain college and university 
undergraduate education. 

S. 3158—Mr. Stennis, of Mississippi. Amends 
Internal Revenue Code to allow a teacher to deduct 
from gross income up to $800 a year of expenses in- 
curred by him to further his education. 

S. 3162—Mr. Smathers, of Florida. Amends In- 
ternal Revenue Code to allow deduction for amounts 
paid by taxpayer in obtaining a college education or 
in providing a college education for his spouse, or de- 
pendents. 

S. 3163—Mr. Smith, of New Jersey (for him- 
self, Mr. Allott, of Colorado, Mr. Bush, of Connecticut, 
Mr. Case, of New Jersey, Mr. Cooper, of Kentucky, 
Mr. Ives, of New York, Mr. Payne, of Maine, Mr. 
Purtell, of Connecticut, Mr. Thye, of Minnesota, Mr. 
Javits, of New York, and Mr. Wiley, of Wisconsin). 
Educational Development Act of 1958. 

S. 3180—Mr. Kefauver, of Tennessee. Estab- 
lishes an executive department to be known as the 
United States Department of Science. : 

S. 3187—Mr. Hill, of Alabama (for himself, Mr. 
Sparkman, of Alabama, Mr. Fulbright, of Arkansas, 
Mr. Murray, of Montana, Mr. Pastore, of Rhode 
Island, Mr. Langer, of North Dakota, Mr. Humphrey, 
of Minnesota, Mr. Kerr, of Oklahoma,. Mr. Ives, of 
New York, Mr. Morse, of Oregon, Mr. Kefauver, of 
Tennessee, Mr. Jackson, of Washington, Mr. Hen- 
nings, of Missouri, Mr. Scott, of North Carolina, Mr. 
Yarborough, of Texas, Mr. Symington, of Missouri, 
Mr. Magnuson, of Washington, Mr. Green, of Rhode 
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Island, Mr. Proxmire, of Wisconsin, Mr. Chavez, of 
New Mexico, Mr. Monroney, of Oklahoma, Mr. Doug- 
las, of Illinois, Mr. Mansfield, of Montana, Mr, Ken- 
nedy, of Massachusetts, Mr. Long, of Louisiana, Mr. 
Carroll, of Colorado, and Mr. Neuberger, of Oregon). 
National Defense Education Act of 1958. 

S. 3194—Mr. Sparkman, of Alabama (for him- 
self, Mr. Thye, of Minnesota, Mr. Humphrey, of Min- 
nesota, Mr. Morse, of Oregon, Mr. Bible, of Nevada, 
Mr. Proxmire, of Wisconsin, Mr. Saltonstall, of Mas- 
sachusetts, Mr. Goldwater, of Arizona, Mr. Kuchel, of 
California, Mr. Javits, of New York, Mr. Hoblitzell, 
of West Virginia, Mr. Yarborough, of Texas, Mr. 
Payne, of Maine, Mr. Ives, of New York, Mr. Flan- 
ders, of Vermont, Mr. Watkins, of Utah, Mr. Allott, 
of Colorado). Small Business Tax Adjustment Act. 
Includes voluntary retirement plans similar to Jenkins- 
Keogh bill (H. R. 9 and H. R. 10). 

S. 3226—Mr. Long, of Louisiana. Amends Inter- 
nal Revenue Code to permit a taxpayer who has at- 
tained the age of 65 and is disabled, or whose spouse 
has attained the age of 65 and is disabled, to deduct up 
to $20,000 of medical expenses incurred in any year. 

S. 3232—Mr. Flanders, of Vermont. Amends In- 
ternal Revenue Code relating to unlimited deduction 
for charitable contributions. 

S. 3254—Mr. Murray, of Montana. Amends In- 
ternal Revenue Code to increase amount of charitable 
contributions made by a corporation which may be al- 
lowed as a deduction where all or part of such con- 
tributions are made to educational institutions, 


Bureau of Public Education 


On Health 


ROSWELL P. BATES, D.O., Chairman 


American Association of 
Osteopathic Examiners 


P On February 9, 1958, the American Association of 
Osteopathic Examiners met at the Central Office of the 
American Osteopathic Association in Chicago. This or- 
ganization is composed of members of medical and 
osteopathic boards licensing and regulating the practice 
of osteopathy in the various states. At this year’s an- 
nual meeting there were present representatives from 
the states of Arkansas, California, Colorado, Florida, 
Illinois, lowa, Kansas, Kentucky, Massachusetts, Michi- 
gan, Minnesota, Missouri, New Jersey, New Mexico, 
New York, Oklahoma, Ontario, Tennessee, Texas, and 
South Dakota. The representatives from New Mexico 
and South Dakota were from the boards of basic science 
examiners in those states; and representatives from 
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DEPARTMENT 


Van Sandt Heads Task Force 


>» Mr. Max M. Van Sandt, a Public Health Service 
medical officer, has been assigned to the Office of De- 
fense Mobilization, as Chairman of the Health Man- 
power Task Force, succeeding Dr. Leslie W. Knott, 
now Assistant Chief, Division of Special Health Serv- 
ices, Bureau of State Services, Public Health Service. 

He is a graduate of the University of Michigan 
and received his medical degree at the University of 
Cincinnati in 1930. 

A native of Wewoka, Oklahoma, where he en- 
gaged in private medical practice from 1930 to 1945, 
Dr. Van Sandt entered the federal service with the 
Bureau of Indian Affairs. 

Commissioned in the Reserve Corps of the Public 
Health Service in 1948 and in the Regular Corps in 
1952, Dr. Van Sandt has been on detail to the Federal 
Civil Defense Administration since early in 1954. 


FCDA Medical Affairs 


> Dr. Robert Leslie Smith has been appointed by Fed- 
eral Civil Defense Administrator Leo A. Hoegh to be 
Assistant Administrator, Health and Medical Affairs, a 
new position in the Agency. 

Dr. Smith, a Public Health Service Medical Offi- 
cer, has been on loan to FCDA for the past 3 years as 
Deputy Director, Health Office. 


OF PUBLIC AFFAIRS 


ROY J. HARVEY, D.O., Chairman 


both the Minnesota basic science and osteopathic licens- 
ing boards were present. 

Dr. M. E. Coy of Jackson, Tennessee, president 
of the American Association of Osteopathic Examiners 
presided at the meeting. Dr. Coy was re-elected presi- 
dent for the forthcoming year, and F. C. Hopkins of 
Hannibal, Missouri, was elected secretary. 

This year’s meeting was one of the most success- 
ful and best attended meetings which the Association 
has had in recent years. The large number present and 
their discussions indicated the deep interest and concern 
in relation to their functions as members of state li- 
censing boards. 


Meetings of the Federation of State Medical 
Boards of the United States were being held in Chicago 
at the same time as those of the Osteopathic Examiners, 
making it possible to attend both series. Many of the 
osteopathic physicians present were members of medical 
licensing boards which are constituent members of the 
Federation ; thus, their presence was expected at Fed- 
eration meetings. Other doctors of osteopathy whose 
licensing boards are not members of the Federation 
were privileged to attend the Federation meetings which 
are open to all physicians and lay persons interested in 
the licensing and regulation of physicians and surgeons. 
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IVITIES 


Two members of the Bureau of Public Education 
on Health of the A.O.A., Dr. Roswell P. Bates, chair- 
man of the Bureau of Public Education on Health, and 
Dr. Edward A. Ward of Saginaw, Michigan, were 
present at the meeting of the Osteopathic Examiners. 
On February 10, the Bureau of Public Education on 
Health held a luncheon for all representatives of li- 
censing and basic science boards present in Chicago. 
This luncheon, which was attended by some twenty- 
nine doctors and lay persons, presented a further oppor- 
tunity for discussion of problems in connection with 
the licensing of physicians. 

Some of the matters discussed during the meetings 
are such that they will require extended study and con- 
sideration. One was the use of objective-type, multiple- 
question, machine-graded examinations by state licens- 
ing boards. In many states the boards are investigating 
the advantages of such examination over the essay type, 
long used in most states. It is reported that some ten 
licensing boards regulating either doctors of medicine 
or doctors of osteopathy are currently using the objec- 
tive-type of examination. While this type has been 
said to involve certain legal problems not involved in 
the essay-type of examination, it appears that these 
problems are being worked out to the satisfaction of 
the legal authorities in the various states. 

Needless to say, the burden of preparing and grad- 
ing essay-type examinations in the states where a large 
number of applicants are examined each year is a con- 
siderable one. If the contents of the objective-type 
examinations reach the same standards maintained by 
the essay-type in years gone by and their use serves as 
a fair and unprejudiced means of determining the quali- 
fications of physicians, as the proponents of the objec- 
tive type of examination contend, then it seems likely 
its use will increase in the years ahead. 

Certainly no one would contend that the purpose 
of an examination is other than to give to all applicants 
a realistic and competent examination to determine their 
qualifications to practice medicine in the state. And 
certainly every one holds that the examination proce- 
dure should be one which places all applicants on the 
same legal plane in regard to fairness of the questions 
asked, which excludes preference for any school of 
medicine, and which has a grading system resulting in 
an impartial determination of the grades. It seems clear 
from the discussions of the Osteopathic Examiners that 
m the near future many boards will be studying means 
and methods by which examination procedures can be 
improved, whether the essay-type examination is re- 
tained or the new objective-type examination is adopt- 
ed. At present this latter type is being made available 
by two national organizations, the Professional Ex- 
amination Service of the American Public Health Asso- 
ciation and, for medical boards alone, the National 
Board of Medical Examiners. 

All board members were interested in means by 
which licensing boards could acquire and keep current 
information regarding disciplinary actions or revoca- 
tions of licenses occurring in other states. It seemed 
agreed that licensing boards are responsible for investi- 
gating the qualifications and moral character of appli- 
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cants and that boards should attempt the reciprocal 
transmittal of information regarding license holders or 
applicants. It was noted that use can be made of the 
records of the American Osteopathic Association which 
contain reliable information pertaining to osteopathic 
physicians practicing in the various states, whether or 
not they are members of the A.O.A. Board members 
recognize that it is to the mutual interest of all state 
boards to see that only qualified men and women are li- 
censed. Whenever doctors deviate from accepted legal 
standards, disciplinary action should be a matter of offi- 
cial record and be brought to the attention of all state 
boards. 

While the National Board of Examiners for Os- 
teopathic Physicians and Surgeons has achieved some 
recognition from state licensing boards, it has not 
achieved the wide recognition and acceptance now ac- 
corded the National Board of Medical Examiners. The 
meeting of the American Association of Osteopathic 
Examiners, however, indicated that if all the licensing 
boards were adequately informed and educated concern- 
ing the high standards of examination and qualification 
demanded by the National Board of Examiners for Os- 
teopathic Physicians and Surgeons, further recog- 
nition would soon be forthcoming. It seemed agreed, 
therefore, that all represented agencies, both govern- 
mental and professional, should make an effort to in- 
form themselves and other state agencies concerning 
the standards and qualifications of the National Board 
of Examiners for Osteopathic Physicians and Sur- 
geons. The recognitien accorded the National Board 
has been on a steady rise, but it is believed that it can 
be accelerated by a more informed and educated pro- 
fessional and licensing personnel. 


Medicolegal decisions 


Hospital charges—The Department of Mental 
Hygiene of the State of California sought to recover 
the costs of providing hospital care to an alien from 
persons who had signed an “affidavit of support” filed 
with the American Consul in a foreign country at the 
time the alien was permitted to enter the country as an 
immigrant. Held; no recovery. The affidavit of sup- 
port signed by a citizen is a moral and not a legal con- 
tractual obligation which either the United States or 
any third party can enforce. The affidavit of support is 
not intended to preclude an alien from ever becoming 
a public charge, but only to give some assurance of help 
during the initial period of entry into the country. If 
the alien does in fact become a public charge he may be 
deported. Department of Mental Hygiene of California 
v. Renel, 167 N.Y.S. 22 (1957) 


Tax exemption.—Certain money bequests of a 
testator to the New York County Lawyer’s Association, 
the Association of the Bar of the City of New York, 
and the New York State Bar Association were chal- 
lenged as being not bequests to corporations organized 
and operated exclusively for charitable, scientific, lit- 
erary, or educational purposes: so as to be deductible 
from the decedent’s gross estate as charitable bequests. 
Held; not deductible from the decedent’s gross estate 
in computing his net estate for federal estate tax pur- 
poses. The purposes of the organization as set out in 
their articles of incorporation, the characterizations of 
the organizations under decisions of the state courts, 
and the actual operations of the organizations as a mat- 
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ter of fact indicate that they are not operated exclusive- 
ly for charitable purposes but exist primarily to benefit 
members of the legal profession. Dulles v. Johnson, 


155 I. Supp. 275 (1957) 


Practice of medicine—Sherman Anti-Trust Act.— 
A physician (M.D.) filed a complaint against the coun- 
ty medical society to recover treble damages under the 
Sherman Anti-Trust Act on the ground that his prac- 
tice had been damaged financially because of the refusal 
of the county medical society to accept him as a mem- 
ber. He alleged that if he had been or was now a 
member he would have a larger practice, more patients 
from other states, and that he was fully qualified for 
membership but that it was arbitrarily and wrongfully 
denied him. Held; the complaint dismissed. The com- 
plaint was confined to the plaintiff's own private medi- 
cal practice and alleged no economic burden on the 
public as a result of the alleged acts. Treating patients 
from several states does not constitute interstate com- 
merce as the transportation involved is merely inciden- 
tal and remote. The physician has not been prevented 
from practicing his profession nor is the practice of 
his profession classified as trade or commerce under 
the Sherman Anti-Trust Act. The Act is not directed 


A physician—lIdentification of 
school of practice* 


> Section 8 of Chapter II, Article 1, of the Code of 
Ethics is a section of particular importance and signifi- 
cance. It is divided into five subsections, each related 
to one phase or aspect of a physician’s practice or pro- 
fessional standards. The subsections are inter-related, 
and each of them has a conciseness frequently not 
found in other parts of the Code. 

Subsection (e) directs that it is unethical for a 
doctor of osteopathy “in the professional use of his 
name” to fail to designate or indicate by one of the 
accepted terms, “D.O.,” “osteopathic physician and sur- 
geon,” or some similar term, his school of practice. 
That a doctor should designate his school of practice 
has been considered an inherent part of the healing art 
system in the United States. Over the years, the de- 
grees and terms of identification of the various profes- 
sions have become a part of the language and customs 
of the American people. The various designations are 
terms of respect and distinction, and their use brings 
to the persons professionally and legally authorized to 
use them the honor and prestige deriving from their 
many years of use. 

A brief historical sketch of European usage is 


*Fhis is the seventh in a series of short articles on the meaning of 
ethical standards as applied to the practice of osteopathy; the first three 
were’ published in the July, August, and September 1957 issues of THE 
Forum oF Osteopatuy. Subsequent articles have been published in Tue 
JourNnaL, beginning with the December 1957 issue. The A.O.A. Com- 
mittee on Ethics and Censorship strongly urges the reprinting of these 
articles, wholly or as excerpts, as they appear from month to month. 
In all cases, wording should not be changed but reprinted verbatim. 
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THE A.O.A. CODE OF ETHICS 


primarily to the protection of the individual but to the 
economic protection of the general public. General 
restraints upon competition have been condemned only 
when their purpose or effect was to raise or fix the mar- 
ket price. Riggall v..Washington County Medical So- 
ciety, 249 I. 2d 266 (1957) 


Expert witness.—The qualifications of an ortho- 
pedic specialist as an expert witness were challenged 
because the doctor was not certified by the American 
Board of Orthopedic Surgery. The doctor had twice 
failed the examinations of the Board and had been re- 
fused permission to take the examination a third time 
because he did not devote himself exclusively to the 
specialty. Held; the doctor’s testimony as an expert 
was admissible. It is regrettable that the doctor had not 
been admitted to membership in the American Board of 
Orthopedic Surgery as the desirability of being recog- 
nized by that group is evidenced by the witness’ own 
efforts to gain such membership. The failure to be a 
member of the specialty board might affect the weight 
which should be given to his opinions when contradic- 
tory to opinions of those doctors who have qualified for 
admission in the specialty organization. Smith v. IV. 
Horace Williams Company, 84 So, 2d 223 (1956) 


helpful in clarifying the entire matter of degrees. Titles 
used incorrectly lead to misunderstanding. The title 
“doctor” originated historically in medieval Europe 
with the theologian—the doctor of divinity. The aca- 
demic doctor of philosophy (Ph.D.) is an offshoot 
from the same stalk. “Doctor” became a halimark of 
learning in all the disciplines; possession of the title 
entitled the holder to teach in a university, and in the 
case of medicine, law, and theology to practice his pro- 
fession. Medical practitioners who have taken advanced 
studies were entitled to a doctorate of medicine, but 
not just any medical practitioner. Except in the United 
States and Canada, the degree in medicine (preparation 
for practice and for legal qualification) is that of 
bachelor (B.M., or B.S., et cetera). The doctorate in 
medicine in most countries (noteworthy, England) is 
an advanced degree comparably offered in selected 
American universities as an Med.Sc.D., for postdoctoral 
research in clinical medicine. 

The practitioner of medicine in those countries pos- 
sessing no degree other than the B.M. is often called 
“Doctor” by courtesy. He may not employ the title 
unless it has been earned. The term “physician” imply- 
ing the “healer” is ancient in origin; the “doctor” con- 
ceived as one who heals came much later. 

Statutory enactment, judicial opinion, and usage 
by governmental agencies confirmed the historical 
meaning of “physician” by applying it to doctors of 
osteopathy. There is no longer any question of their 
legal right to use the term. Too strong an emphasis 
cannot be made that as a matter of interprofessional 
courtesy, and as being in good taste, osteopathic physi- 
cians should designate their profession. And again 
there is the fact of the A.O.A. Code. 
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Doctors of osteopathy, their status assured and 
readily validated for the uninformed, should be espe- 
cially aware of the worth and fairness of interprofes- 
sional relations based on a precise knowledge of the 
function and qualification of other professional groups. 
Certainly, members of the osteopathic profession should 
be the last to be presumptuous and assumptive about 
the title “doctor.” Respect for another’s position, train- 
ing, and status will lead to mutual respect among related 
professions of the healing arts. Much more important 
than any concrete situation is the use of correct titles 
generally and to understand their bases as fundamental 
to the improvement of professional relationships. 

The other subsections of section 8 tend to shore up 
and protect the professional designation of school of 
practice required by subsection (e). Thus subsection 
(a) classifies as unethical the act of assisting or giving 
aid to any person attempting to evade the legal restric- 
tions governing the practice of medicine. Subsection 


(b) directs that it is unethical for a doctor to be asso- 
ciated in practice with or share’ office space with any 
person illegally practicing the healing art. Subsectian 
(c) warns against the use of any degree recognized as 
the basis for licensure in a state unless a person is 
actually licensed under that degree or could have been 
at the time he received the degree. Subsection (d) rec- 
ognizes that only healing art degrees received from a 
school or college of the healing arts approved by the 
national professional organization recognized by the 
United States Office of Education as representative of 
that school or college of the healing art are worthy of 
use or acquisition. 

Thus these subsections all tend to protect the os- 
teopathic profession’s degree of D.O. and the other 
similar related terms which identify the osteopathic 
profession from abuse arising from associations with 
persons in illegal or unethical practice or who designate 
themselves by the use of degrees of an unrecognized 
character. The time-honored designations of the osteo- 
pathic profession have been so received and accepted by 
the public and are an important part of American medi- 
cal terminology and customs. It is important that their 
use be increased and at the same time be protected and 
honored in the best interests of the public health. 


Drs. Robert and Ruth Steen leave A.O.A. 


you might say. We were quite proud 
for the A.O.A. and the profession 
when we moved into the new build- 
ing.” 


> Drs. Robert and Ruth Steen, ad- 
ministrative assistant and secretary 
of the Bureau of Conventions of the 
American Osteopathic Association 
for the past 11 years, are leaving 
their positions with the A.O.A. but 
will continue to serve the osteopath- 
ic profession. 

Undecided as yet to their future 
address and work, the Steens are 
looking forward to a period of rest. 
As Dr. Bob said, “Dr. Ruth and I 
have not been able to take a good 
vacation for a long time. Every time 
she had a quiet period in her work, 
| was always jammed up, and vice 
versa.” 

In June 1947 the Drs. Steen came 
to the A.O.A. as the first move in 
an expansion program to take some 
of the load from the shoulders of 
Dr. Russell C. McCaughan, the late 
A.O.A. Executive Secretary. They 
joined the forty-five member staff 
of the Central Office, then located 
at 139 North Clark Street but which 
was soon moved to the present home. 

“That was quite a moving job 
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from the 20th floor of a Loop build- 
ing to Ohio Street,” Dr. Bob re- 
called. “We used to walk by the 
construction site on our way to work 
each day—to supervise the work 


Dr. Ruth Steen 


Those who know Dr. Bob realize 
that his official title, administrative 
assistant, hardly explains the many 
duties he has fulfilled for the 


Dr. Robert A. Steen 


JourNnat A.O.A. 


A.O.A. 1949 he became secre- 
tary of the Advisory Board for. 
Osteopathic Specialists and has re- 
tained this position to the present. 
From 1950 to 1951 he was a mem- 
ber of the Editorial Committee on 
Hospital Code Books. He was as- 
sociated with the Committee on 
Accreditation of Postgraduate 
Training from 1953 to the present, 
and last year he became secretary 
of the Coordinating Committee on 
Graduate Education. However, the 
job that has occupied most of his 
time has been that of secretary of 
the Bureau of Hospitals. “It was 
only a three-man Bureau when I 
became its secretary,” Dr. Bob said. 
“Today there are nine Bureau mem- 
bers for whom a multitude of rec- 
ords must be prepared so that they 
can evaluate the ever-increasing 
number of hospitals desiring 
A.O.A. recognition. 

“In those earlier days I could 
stack applications for internship 
and residency in two small piles; 
now it takes a whole file—a good 
indication of the growing number 
of osteopathic physicians and hos- 
pitals.” 

Dr. Bob termed the development 
of an efficient system of routine 
mechanics for the enormous amount 
of detail connected with his work 
as his most difficult problem. 


Dr. Ruth’s job has been as de- 
tailed as that of Dr. Bob’s in that 
she has had to prepare for A.O.A. 
conventions 5 years in advance and 
assist many divisional societies and 
allied groups with plans for their 
annual meetings. 

Dr. Bob and Dr. Ruth met at 
Kirksville College of Osteopathy 
and Surgery when he was a junior 
and she a freshman. Dr. Ruth ac- 
tually began her osteopathic train- 
ing at the College of Osteopathic 
Physicians and Surgeons, but a 
violent earthquake convinced her 
that it would be safer to go to 
school in Missouri. They were 
married in Dr. Bob’s senior year, 
and Dr. Ruth finished her educa- 
tion at Kansas City College of 
Osteopathy and Surgery so she 
could be near Dr. Bob who had set 
up practice in Emporia, Kansas. 
She joined him in his office upon 
her graduation and licensure. 

Both Drs. Steen have been active 
in organized osteopathy ever since 
they entered practice and are con- 
sidered greatly responsible for the 
success of the Kansas State Osteo- 
pathic Association. Dr. Bob was 
K.S.O.A. executive secretary-treas- 
urer from 1939 to 1947. He also 
served as editor of the divisional 
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D.O.'s on medical, osteopathic, and basic science licensing boards are shown at a luncheon held dur- 
os the recent Congress on Medical Education and Licensure. Front row (left to right) are: Drs. L. D. 
Elliston, Covington, Tenn.; James B. Donley, Kingman, Kans.; Lawrence C. Boatman, Santa Fe, N. 
Mex.; Oscar A. Jungman, Scotland, S. Dak.; Fred H. Erhardt, Oklahoma City; D. G. A. Campbell, 
Toronto, Can.; C. J. Manby, Battle Creek, Mich.; E. C. Darnall, Berkele alif.; Edwin T. Ferren, 
Camden, N.J.; Back row: Drs. Marion Edmund Coy, Jackson, Tenn.; G. G. Porter, Lubbock, Texas; 
Wallace F. Kreighbaum, Minneapolis; John R. Pike, Albany, N.Y.; Robert R. Brown, Belmont, Mass.; 


Cari J. Johnson, Louisville, Ky.; Thomas F. Sheffer, 


rt Lauderdale, Fla.; Cecil C. Thorpe, Longmont, 


Colo.; Eugene M. Sparling, Hot Springs, Ark.; and C. R. Starks, Denver. 


Other board members attending the Congress but not shown were: Drs. Dale Dodson, Northfield, Minn.; 

. C. Hopkins Hannibal, Mo.; George C. Widney, Jr., Albuquerque, N. Mex.; and R. H. Peterson, 
Wichita Falls, Texas. Also at the luncheon but not pictured were: Drs. Edward A. Ward, Roswell P. 
Bates, Dale E. Richardson, and Messrs. Paul D. Adams, Douglas O. Durkin, and Milton McKay. 


society and three times as its dele- 
gate to A.O.A. national conven- 
tions. He was a member and secre- 
tary of the Kansas State Board of 
Osteopathic Examination and Reg- 
istration. He is an honorary life 
member of the Society of Divisional 
Secretaries and has served as its 
secretary-treasurer. Dr. Bob holds 
membership in Sigma Sigma Phi 
and is a past member of the Acad- 
emy of Applied Osteopathy. Dr. 
Ruth is also a past member of the 
Academy and was awarded its spe- 
cial citation for outstanding service 
in July 1953. 

The Association wishes to ex- 
press appreciation to the Drs. Steen 
for the outstanding service they 
have given to the profession and its 
national organization. We know 
that many of the D.O.’s they have 
worked with and helped will want 
to wish them well. Until they are 
relocated, they can be reached at 
his mother’s home, 702 State Street, 
Emporia, Kansas. 


Seminar reports progress 


> The valuable exchange of in- 
formation at the 1958 Seminar on 
the Teaching of Osteopathic Prin- 
ciples and Technics was again in- 
spiring to those responsible for this 
phase of education in the osteo- 
pathic colleges. This third annual 
meeting, which was held February 
7 and 8 at Central Office, was con- 
sidered to be the best of these con- 


ferences that serve to strengthen 
the educational programs of the 
profession and its colleges. 


Attending the Seminar, called by 
the Bureau of Professional Educa- 
tion and Colleges, were sixteen rep- 
resentatives of osteopathic colleges. 
For the first time clinical chairmen 
were invited in an effort at further 
correlation of clinical teaching with 
osteopathic principles and technics. 

Dr. Robert B. Thomas, Bureau 
chairman, was general chairman of 
the Seminar, and Dr. J. S. Denslow 
served as its program chairman. 
The major part of the didactic ses- 
sion was devoted to progress re- 
ports on the teaching of osteopathic 
principles and technics in the col- 
leges from three reference commit- 
tees. A report from the Com- 
mittee on Standard Nomenclature 
by Dr. W. Fraser Strachan also 
was heard. It was suggested that 
members of the Seminar give fur- 
ther study to Dr, Strachan’s in- 
formation in order to facilitate 
understanding of those findings 
designated as primarily osteopathic. 
It was also recommended that the 
name of the Seminar be changed 
to the Seminar on the Teaching of 
Osteopathic Theory and Practice. 

Those present at the meeting 
were: Drs. Wilbur J. Downing, 
Walter C. Eldrett, and Robert A. 
Kistner, Chicago College of Oste- 
opathy; Drs. J. M. Andrews and 
Charles C. Dieudonne, College of 
Osteopathic Physicians and Sur- 
geons; Drs. Byron E. Laycock, 
Richard P. DeNise, and Glenn F. 
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Bigsby, Des Moines Still College 
of Osteopathy and Surgery; Drs. 
Wilbur V. Cole, K. J. Davis, F. 
Leighton Harmon, and Harold W. 
Witt, Kansas City College of Oste- 
opathy and Surgery; Drs. R. Mc- 
Farlane Tilley and Max T. Guten- 
sohn, Kirksville College of 
Osteopathy and Surgery; and Drs. 
Barbara Redding and Edgar O. 


Holden, Philadelphia College of 
Osteopathy. 
Also in attendance were Drs. 


Allan A. Eggleston and Roy J. 
Harvey of the Bureau; Dr. Ray- 
mond P. Keesecker, Editor, and 
Lawrence W. Mills, director, Of- 
fice of Education. 

Of particular note at this Semi- 
nar was the increased emphasis on 
the use of osteopathic procedures 
in college clinics as well as im- 
provement in the teaching of osteo- 
pathic technics in the classrooms. 


O.P.F. salutes Ohio 


> A salute is being offered this 
month to the Osteopathic Progress 
Fund committee of the Ohio Osteo- 
pathic Association of Physicians 
and Surgeons for its outstanding 
performance in the current national 


Dr. Charles L. Naylor 


O.P.F. campaign. According to G. 
Willard King, director, Osteopathic 
Foundation, the committee already 
has turned over more than $40,000 
to the national O.P.F. office, again 
leading the states having voluntary 
campaigns. 

The $40,000 figure is a 25 per 
cent increase over the amount col- 
lected at this time in last year’s 
drive. Mr. King attributes Ohio’s 
highly successful 1957-58 campaign 
to excellent leadership and organ- 
ization—the two factors he calls 
most important in any voluntary 
solicitation campaign. The Ohio 
program is headed by Dr. Charles 
L. Naylor, O.P.F. chairman, and 
Mr. William Konold, executive 
secretary, of the divisional society. 

There are two major ways 
through which states can support 
the O.P.F. program, Mr. King 
said. These are: (1)  support- 
through-dues programs such as are 
being used in seven states; and (2) 
personal solicitation campaigns. One 
of the advantages of the support- 
through-dues program is that funds 
are collected systematically as part 
of the state society’s regular mem- 
bership dues. An extensive organ- 
izational program must be set up 
for a voluntary campaign which 
requires additional work and excel- 
lent leadership. 

“Careful planning at the begin- 
ning of a voluntary campaign,” Mr. 
King said, “usually results in a suc- 
cesstul drive... . It is at the start 
of the campaign that the national 
O.P.F. office should be called in to 
help.” 

According to the O.P.F. director, 
“Campaigning is an art, easy when 
vou have experience, a little harder 
if you are a beginner. The national 
office has the know-how and _ the 
necessary materials. So when your 
state society board of trustees gives 
the green light to a voluntary cam- 
paign—consult us first.” 

A voluntary campaign is usually 
in the hands of the state society’s 
O.P.F. chairman, who works along 
with its secretary. These two men 
set up a state O.P.F. committee 
consisting of district O.P.F. chair- 
men. It is the responsibility of 
these district leaders to organize 
local committees made up of area 


captains. In turn the captains su- 
pervise a crew of solicitors, who 
contact D.O.’s in their communities 
for their O.P.F. contributions. 

Although O.P.F. returns thus far 
in the 1957-58 year are running 
ahead of this time a year ago, they 
are not keeping pace with the rap- 
idly increasing needs of the colleges, 
Contributions in 1956-57 totaled 
$709,000. The annual O.P.F. figure 
should be $1 million a year to take 
care of only the most pressing 
needs of the colleges, Mr. King 
said. 

With better organized campaigns, 
reports such as that of Ohio would 
become commonplace, and the fu- 
ture of osteopathic education and 
of the profession itself would be 
assured. 


Meeting of Committee 
on Standard Nomenclature 


> Further study of standardization 
of osteopathic nomenclature was 
made by the Committee on Stand- 
ard Nomenclature of the American 
Osteopathic Association at their 
meeting in Central Office, February 
5 and 6. In particular, efforts were 
made to describe the positional and 
mobility aspects of musculoskeletal 
abnormalities, according to Dr. W. 
Fraser Strachan, chairman. This 
was done, Dr. Strachan said, be- 
cause heretofore little attention has 
been given to minor or passive joint 
motion. 

The meeting was another step 
forward in the attempt to define in 
scientifically acceptable terms those 
musculoskeletal abnormalities that 
have occupied the attention of both 
the profession’s educators and its 
clinicians since the early days. 

A tentative definition was made 
of the osteopathic lesion as “a syn- 
drome with local changes in the 
musculoskeletal tissues which are 
characterized by abnormal tone, low 
reflex and pain thresholds, and dis- 
turbances in joint motion and osse- 
ous relationships and which may be 
associated with pathology or dys- 
function in segmentally related tis- 
sues and organs.” This definition 
will be added to the glossary the 
Committee is preparing for use as 
a part of a revised nomenclature. 

Members of the Committee are 
Drs. Charles C. Dieudonne, Edgar 
O. Holden, Myron C. Beal, J. S. 
Denslow, and Raymond P. Keeseck- 
er, A.O.A. Editor. 
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Change proposed 
in convention format 


> The Committee on Format and 
Scheduling of National Conven- 
tions of the American Osteopathic 
Association and representatives of 
the specialty colleges met February 
1 at Central Office to discuss com- 
bining their educational meetings 
into a single clinical assembly. The 
specialists were asked to report to 
their individual colleges on the 
thinking behind this proposed 
change in format of the Annual 
Convention of the American Osteo- 
pathic Association, according to 
Dr. Campbell A. Ward, chairman. 

This change is predicated upon 
the House of Delegates’ acceptance 
of the recommendation that busi- 
ness meetings of the House, Board 
of Trustees, and other A.O.A. 
agencies be separated from the edu- 
cational program. It has been sug- 
gested that the House of Delegates 
meet annually in Chicago at a time 
different from that of the Conven- 
tion. 


> Press—The first annual jour- 
nalism awards competition of the 
American Osteopathic Association 
closed February 15 with a good 
representation of stories from news- 
papers across the nation. Process- 
ing of the articles about osteopathy 
by the Public and Professional 
Service staff and judging by Ed- 
ward Eulenberg, faculty member, 
Medill School of Journalism, 
Northwestern University, and edi- 
torial staff member, Chicago Daily 
News, should be completed in time 
for an early April announcement 
of the winners. 

Physicians in the communities of 
the winning writers will be asked 
to make the presentations of the 
$100 awards on behalf of the 
A.O.A. Among the papers repre- 
sented by entries are the Fort Il’orth 
Star-Telegram, the Indianapolis 
News, the Kansas City Star, the 
Detroit News, and others. 

Convention News—Some forty- 
five member agencies of the Na- 
tional Health Council have been 
asked to exhibit at the 62nd A.O.A. 
convention in Washington. Invita- 
tions were extended by Robert A. 
Klobnak, P.&P.S. director, on be- 
half of the exhibits committee. 
Films—Revisions of the A.O.A. 
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The joint gathering was advised 
that the separation of business 
meetings from professional lecture 
programs and educational clinics 
would be for the betterment of the 
whole profession and would result 
in a larger and finer program for 
all participants. Also, present ar- 
rangements make it impossible for 
members of the Board, House of 
Delegates, and A.O.A. officers to 
attend many of the lectures and 
postgraduate teaching clinics. 

Separation would greatly reduce 
the number of personnel required 
from the Central Office also, and 
further savings could be realized 
by the elimination of the expense 
of shipping files and working tools 
to the convention site. It is also 
expected that commercial exhibits 
would be increased by the combin- 
ing of teaching sessions because the 
larger attendance at the convention 
would be an added inducement to 
exhibitors. 

Representatives of the specialty 
colleges at the meeting included 
Drs. Howard A. Lippincott, Acad- 
emy of Applied Osteopathy; W. 
Clemens Andreen, American Col- 


lege of General Practitioners in 
Osteopathic Medicine and Surgery ; 
P. J. MacGregor, Jr., American 
College of Osteopathic Obstetricians 
and Gynecologists ; Everett C. Bor- 
ton, American College of Osteo- 
pathic Pediatricians; R. G. Dor- 
rance, Jr., American Osteopathic 
College of Physical Medicine and 
Rehabilitation; Randall O. Buck, 
American Osteopathic College of 
Proctology ; Ray E. Bishop and F. 
A. Turfler, Jr., American Osteo- 
pathic College of Radiology; Ar- 
thur A. Martin, Osteopathic Col- 
lege of Ophthalmology and Oto- 
rhinolaryngology; and Charles L. 
Ballinger and Mrs. Esther Martin, 
American College of Osteopathic 
Surgeons. 

Others present at the meeting 
were Dr. Myron C. Beal, commit- 
tee member, and Dr. True B. Eve- 
leth, A.O.A. Executive Secretary 
and Walter A. Suberg, A.O.A. 
Business Manager, who served as 
consultants. 

It is expected that another Com- 
mittee meeting will be called after 
all specialty groups discuss the pro- 
posal and report their decisions. 


P.&P.S. PReviews and PRojects 


Otha Linton, P.&P.S. press representative, glances through the pile of newspaper stories about osteop- 
= sent by reporters and editors from across the nation in response to the recent announcement of 
A.O.A, journalism awards. Awards of $100 each will be presented to writers of the three most out- 


standing articles contributing to public understanding of the osteopathic profession. 
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A.O.A. ACTIVITIES 


film, “Physician and Surgeon, 
D.O.,” have been completed, ac- 
cording to John J. Hank, division 
audio-visual director. The new 
film brings views and script com- 
mentary on the six colleges up to 
date without altering other content 
or changing its length. The film 
will continue to be available in 16 


Staff travels 


> Dr. True B. Eveleth, Execu- 
tive Secretary, was in Denver 
from February 6 to 10 surveying 
the city’s hotels and other facili- 
ties for the 1962 A.O.A. Conven- 
tion. Walter A. Suberg, Business 
Manager, accompanied him. 

Dr. Eveleth also participated in 
a Texas conference for district 
councilmen February 15 to 17 at 
Fort Worth. The meeting, spon- 
sored by the Texas Association of 
Osteopathic Physicians and Sur- 
geons, was designed to strengthen 
district society organization and 
acquaint the society leaders with 
organization problems. At the 
event, Dr. Eveleth spoke on or- 
ganization structure; Lawrence 
W. Mills, director, Office of Edu- 


cation, outlined a _ vocational 


mm. color with sound, with a run- 
ning time of 141%4 minutes. 

The division’s purchase of a 
dozen prints should relieve a re- 
cent shortage of the earlier ver- 
sion. Six prints already have been 
purchased by local and state or- 
ganizations for television and group 
showings. 


guidance program; G. Willard 
King, director, Osteopathic Foun- 
dation, talked about fund-raising 
campaigns; and Robert A. Klob- 
nak, director, Division of Public 
and Professional Service, dis- 
cussed public relations. 

Mr. Mills also was in Philadel- 
phia from February 8 to 14 to 
serve on a survey committee of 
the Philadelphia College of Oste- 
opathy on behalf of the Bureau of 
Professional Education and Col- 
leges. He was assisted in this 
work at Philadelphia by his sec- 
retary, Margaret Hatchell. 

Mr. King spent February 12-14 
in New York City visiting foun- 
dations, who have evinced their 
interest in learning the facts 
about osteopathic education. At 
the same time he attended a Con- 
ference on Development meeting 
with Drs. Roy J. Harvey, W. 


Radio—The A.O.A. has re- 
ceived conditional approval from 
the United States Public Health 
Service to proceed with a radio 
series on health problems. The se- 
ries will be written and produced 
by Mr. Hank and will bear a credit 
line at the opening and close to 
show the technical participation of 
the U.S.P.H.S. 

The first program deals with 
heart disease and is based on in- 
formation obtained from the 
U.S.P.H.S. and other sources. A 
total of thirteen programs are 
planned in the series. 


Kenneth Riland, William O. 
Kingsbury, and Alexander Levitt. 
Dr. Harvey and Mr. King also 
talked with Dr. David J. Bach- 
rach, Christmas Seal chairman, of 
the New York State Osteopathic 
Society. 


Otha Linton, P.&P.S. press 
representative, and Daniel A. 
Astrahan, P.&P.S. special writer, 
were a two-man team assigned 
to handle press, radio, and tele- 
vision relations at the annual 
meeting of the American College 
of Osteopathic Obstetricians and 
Gynecologists at Denver. They 
were away from Central Office 
from February 5 to 13. 


Dr. Clyde C. Henry, director 
of hospital inspections, inspected 
hospitals in Oklahoma and Texas 
from mid-January to mid-Febru- 
ary on the first swing of his 1958 
inspection tour. 


Current Literature 


Abdominal exploration 


> IN THE DECEMBER 1957 issue of the Surgical Clinics of North 
America, W. Emory Burnett, M.D., says that abdominal ex- 
ploration is an admission of diagnostic inadequacy and is there- 
fore not popular with conscientious surgeons. The principal 
justifiable uses of exploration are to differentiate between dis- 
eases, each of which can be cured surgically; to differentiate 
between medical and surgical diseases, as in hepatocellular or 
obstructive jaundice; in acute abdominal conditions, where the 
secondary but not the primary cause can be stated; in penetrat- 
ing wounds of abdomen or lower thorax, to correct visceral 
damage; and to determine resectability of malignant tumors, 
whether there is disease in an organ difficult to study, and 


whether there is residual malignancy after previous resection. 
When there is no lead as to the area of the abdomen to be in- 
vestigated, the most adaptable incision is the vertical transrectus, 
placed on the right or left side. Equally adaptable, but not so 
strong in closure is the midline vertical incision, deviating to 
either side about the umbilicus and returning to the midline for 
extension when needed. For adequate exploration of the extent 
and resectability of malignant disease, a very generous exposure 
is needed, unless there is such extensive involvement that resec- 
tion is not feasible. If such involvement is not revealed imme- 
diately, considerable dissection may have to be done. A decision 
of nonresectable malignancy should not be reached without all 
reasonable caution and thoroughness. If frozen section is 
deemed necessary the field should be restricted by disposable 
gauze, and coagulation or packing or repair of the area should 
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be done to avoid seepage of the cell-bearing fluid into the 
operative field, followed by discarding the gauze, gloves, and, 
instruments used for this step. If exploration shows peritonitis 
or if contamination occurs at operation, thorough lavage of the 
peritoneal cavity should be done with saline containing 1,000,000 
units of penicillin and 1 gram of streptomycin per pint. 


A simple technique 
for bronchography 


> IN THE DECEMBER 7, 1957 issue of the Journal of the Ameri- 
can Medical Association, Robert H. Holland, M.D., describes 
a technic for bronchography that he says was developed by 
trial and error from individual features of the methods of 
other workers. After premedication with pentobarbital, atropine 
sulfate is given subcutaneously a half hour before the pro- 
cedure. The patient sits with legs over the side of the table 
and extends his tongue over his chin. The pharynx is then 
sprayed thoroughly twice with 5 per cent hexylcaine (Cyclaine) 
hydrochloride. Next the passageway is sprayed twice again 
while the patient inhales slowly and deeply. A 16 F. radio- 
paque urethral catheter is then inserted through the anesthe- 
tized nasal passageway while the patient again extends his 
tongue and inhales deeply or coughs. With the tube in the 
trachea, a syringe containing 6 cc. of 5 per cent hexylcaine is 
quickly attached and 3 cc. injected slowly during inhalation. 
The remaining 3 cc. is injected in 2 or 3 minutes. In 5 minutes, 
with the patient on his side, the catheter is turned and advanced 
into the dependent mainstem bronchus. With the patient on 
his back the position of the catheter is determined by fluor- 
oscopy. A syringe containing 40 cc. of propyliodone (Dionosil 
Oily) is attached to the catheter and is injected by an assistant 
as the fluoroscopist proceeds. The lower lobe is filled first with 
the patient on his back and the foot of the table lowered. Then 
the upper lobe is mapped with the patient on his side and the 
head of the table raised and lowered several times. The anterior 
segment of the upper lobe is filled with the head of the table 
down and the patient semi-prone. The middle lobe is filled last 
with the patient prone and the foot of the table down. After 
the lung has been inspected to be sure all segments are mapped, 
the patient is quickly placed before the cassette holder and post- 
eroanterior and lateral projections of the chest are taken. If 
both sides are filled, posteroanterior and both oblique projections 


are taken. 


A simple method 
for improving visualization 
of the hypermotile stomach 

and duodenal bulb 


> THE USE OF THE anticholinergic drug Pro-Banthine to in- 
hibit motility of the stomach and bulb is described by I. Richard 
Schwartz, M.D., E. Lehman, M.D., and J. M. Seibel, M.D., in 
the November 1957 issue of the American Journal of Gastroen- 
terology. If hypermotility is suspected, an injection of Pro- 
Banthine is given intramuscularly 10 minutes before barium is 
ingested. If hypermotility is seen without warning after the 
first swallow of barium, sufficient barium usually remains in the 
stomach to demonstrate the mucosal pattern so that compression 
studies and spot films can be made. Then an intramuscular in- 
jection of 10 to 20 mg. of Pro-Banthine is given, the dose vary- 
ing with body weight and rapidity of emptying. Ten minutes 
later, another glass of barium mixture is given and a complete 
delineation of stomach and duodenal bulb is easily and unhur- 
riedly obtained. With this procedure the normal gastrointestinal 
tract is more clearly delineated, there is better visualization of 
lesions, and frequently lesions such as small ulcer craters not 
previously visualized may fill and be well delineated. Although 
the delay in motility is unphysiologic, the resultant excellent de- 
lineation will more than compensate for the inability to measure 
normal motor activity of the gastrointestinal tract. Pro-Banthine 
can be given orally in a 30 mg. dose with a minimal swallow of 
water 20 minutes before the x-ray examination, although this is 
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not as effective as intramuscular injection. Pro-Banthine is con- 
traindicated in the presence of glaucoma. In patients with pro- 
static hypertrophy and urinary obstruction careful observation 
is necessary. The drug should be used with caution, if at all, in 
patients with chronic, stenosing duodenal or pyloric ulcer or 
other gastrointestinal obstruction. The authors feel that with 
use of this procedure the diagnosis of “irritable” bulb and the 
tag of “psychoneurosis” that often accompanies it will be less 
frequently required. 


Unexplained fever 


Pm IN THE JANUARY 1958 issue of the Medical Clinics of North 
America, William J. Hand, M.D., discusses fever from insidi- 
ous infections and from an aseptic origin. Among the infections 
due to nonhemolytic streptococci, subacute bacterial endocarditis 
is the most important. The fever is usually low grade, but it 
may be high or remittent. Others of these insidious infections 
are those due to staphylococci, meningococci, and gonococci. 
Typhoid fever must be considered when a patient has fever 
without definite localizing signs but with relative bradycardia, 
vague gastrointestinal symptoms, and apathy. The possibility of 
tuberculosis must always be borne in mind in any long-con- 
tinued fever; however, the temperature curve is not character- 
istic and the onset, course, and duration of the disease are ex- 
tremely variable. In brucellosis, the onset usually occurs with 
headache, anorexia, malaise, and joint pains. Fever first occurs 
in the afternoons, and it may be accompanied by a chilly sensa- 
tion. The chronic form is generally marked by weakness, low- 
grade fever, and mental depression. There may be a complete 
absence of physical findings. In tularemia, there is generally a 
history of contact with infected animals or a tick bite, and 
there is usually a positive agglutination test, which becomes in- 
creasingly positive after the eighth day of illness. In the ulcero- 
glandular type a small papule appears at the portal of entry 
and the regional lymphatics and lymph nodes soon become in- 
volved, with generalized symptoms of chills, fever, and malaise. 
In the glandular form no site of entry may be detected. A low- 
grade fever, otherwise difficult to explain, should arouse suspi- 
cion of syphilis. 

In Leptospira jaundice or Weil’s disease, the infective agent 
is found in the blood in the first 3 or 4 days of the disease and 
after that in the urine. There may be abrupt onset, with high 
fever, chills, prostration, and headache. Mild rash and petechial 
hemorrhages are frequent. The clinical picture of psittacosis 
resembles that of influenza, atypical pneumonia, and typhoid. 
The fever is generally high throughout the course of the dis- 
ease and terminates by lysis after 10 to 28 days. In infectious 
mononucleosis there is usually irregular fever, sore throat, 
generalized lymphadenopathy, splenomegaly, and a well-defined 
serologic and morphologic alteration of the blood. In trichinosis, 
the fever usually begins about a week after the onset of the 
disease; it is irregular and persistent and lasts about 2 weeks. 
Among the febrile infectious diseases believed due to hyper- 
sensitization are rheumatic fever, erythema nodosum, and dis- 
seminated lupus erythematosus. The most important types of 
aseptic fever occur after myocardial infarctioris, hemolytic 
crises, and gastrointestinal hemorrhages. Such fever also occurs 
with necrotizing malignant tumors, leukemia, and pernicious 
anemia. 


The special problem 
of rheumatic heart disease 
in pregnant women 


> IN THE JANUARY 1958 issue of the A.M.A. Archives of In- 
ternal Medicine, C. Sidney Burwell, M.D., considers the effects 
of circulatory and respiratory changes during pregnancy on 
the patient with mitral stenosis, which is the commonest cardiac 
problem in pregnancy. First, an increase in the cardiac output 
can be achieved only by an increase in the pressure gradient 
across the mitral valve, that is, by an increase in the left atrial 
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pressure. Such an increase leads inevitably to a rise in pressure 
in the pulmonary veins and capillaries. Second, accelerated 
heart rate is known to be a factor that may precipitate pul- 
monary congestion in patients with mitral stenosis. An increase 
in heart rate leads to diminution of available diastolic time, 
that is, to a diminution of the time available for blood flow 
through the mitral valve. Thus when the rate increases, if 
there is to be maintenance of blood flow through the mitral 
valve, there must be a further rise in left atrial pressure. Third, 
an increase in total blood volume can lead to an increase in 
left atrial pressure. This elevated pressure exists in a woman, 
who, because she is pregnant, has an elevated ventilation volume 
and is thus that much nearer to dyspnea. Neither interruption 
of the pregnancy nor cardiac surgery is a satisfactory solu- 
tion to the problem. Conservative medical management is sen- 
sible and highly successful. The first principle of management 
is to make a place in the patient’s cardiac budget for the ex- 
penditures of pregnancy by removing enough other burdens 
from the total load to compensate for the burden of pregnancy. 
Examples of removable or avoidable burdens are physical 
activity, emotional stress, ectopic rhythms with tachycardia, 
anemia, obesity, infections, hyperthyroidism, infusions or trans- 
fusions, and variations in sodium intake or retention. 


A simple discriminatory test 
for upper gastrointestinal hemorrhage 


WILLIAM v. McpERMOTT, Jr., M.D., in the December 12, 
1957, issue of the New England Journal of Medicine, describes 
the measurement of peripheral blood ammonia as a means of 
discriminating between bleeding esophageal varices and gastro- 
intestinal hemorrhage from some other source. Since the ele- 
vated level of blood ammonia is due chiefly to the existence of 
an extensive portal-systemic collateral circulation, it is not an 
index of variations in liver function as much as a reflection of 
the presence of esophageal varices. Since the quantitative 
method requires personnel trained in its use, a simplified quali- 
tative colorimetric test was devised. In a study of 100 cases 
of massive gastrointestinal hemorrhage in which the qualitative 
measurement of ammonia was used, only 1 patient without 
esophageal varices had an elevated level of blood ammonia and 
a positive test result. In the patients who were bleeding from 
esophageal varices, the test was unequivocally positive and the 
blood ammonia level higher than 139 mcg. per 100 ml., with 
one exception. Although this study suggests that such a test 
is extremely accurate, some inherent fallacies in its use are 
pointed out. In a patient with extensive esophageal varices 
who bled massively from some other concomitant lesion a 
false-positive result would be obtained. A short but definite 
period must elapse between onset of bleeding and the occur- 
rence of the biochemical changes. Pretreatment with antibiotics, 
glutamic acid, or arginine will negate the value of the test. 


Management of varicose veins 
during pregnancy 


P RECENTLY A NUMBER Of investigators have advocated defini- 
tive treatment for varicose veins during pregnancy. In the 
December 1957 issue of California Medicine, S. M. Green- 
stone, M.D., E. Craig Heringman, M.D., and Theodore B. 
Massell, M.D., state that they find no justification for enthusi- 
asm for any form of definitive treatment during pregnancy. 
The incidence of recurrence after radical venous operations 
done during pregnancy or where pregnancy has occurred subse- 
quently is much higher than it is in cases in which pregnancy 
is not a factor. These discouraging results are due to increased 
venous pressure, obstruction to the venous drainage of the 
lower extremities, and hormonal factors. The management of 
varicose veins during pregnancy should be conservative, con- 
sisting of proper elastic support, elevation of the extremities 
at night and during rest periods in the day, avoiding static 
dependency of the legs, and control of body weight. If venous 
stasis and severe symptoms of varicosis cannot be controlled 
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by conservative measures, limited surgical intervention is in- 
dicated. This should consist of high ligation and division of 
the involved venous trunk and the immediate tributaries. Radi- 
cal extirpation of varicose veins should be reserved until 
further pregnancy is not contemplated. 


Epidermoid carcinoma 
of the lower lip 


Pm A STUDY OF THE VALUE of radiation therapy for the local 
lesion in epidermoid carcinoma is presented in the January 
1958 issue of the American Journal of Roentgenology, Radium 
Therapy and Nuclear Medicine by William S. Gladstone, M.D., 
and H. Dabney Kerr, M.D. The series consisted of 519 con- 
secutive, unselected cases of epidermoid carcinoma treated by 
irradiation from 1931 through 1950. The average age of the 
patients was 62.9, and 3.1 per cent were females. The right 
or left lateral aspects of the lip were more frequently involved 
than the midline, and involvement of the angle of the mouth 
was relatively uncommon. Contact or superficial roentgen 
therapy was used in 81 per cent of cases, deep roentgen therapy 
in 3.3 per cent, and radium in 5.1 per cent, with combinations 
of these technics in 10.6 per cent. In 88.4 per cent there were 
no demonstrable metastases at the first visit. There was only 
one instance of a distant metastasis developing. The absolute 
3- and 5-year survival rates were 74.2 per cent and 65.1 per 
cent, respectively. With respect to control of the lesion, the 
net results showed a 3-year cure rate of 84.7 per cent and a 
5-year rate of 82.8 per cent. Size and previous treatment had 
considerable effect on the success of therapy. Lesions under 
2 cm. in diameter had a 3-year cure rate of 92.2 per cent, 
while those over 2 cm. had a 76 per cent satisfactory response. 
If previous treatment by surgery, cautery, caustics, or irradia- 
tion had not been used, the 3-year rate was 90.9 per cent. In 
the 140 patients in whom one or more of these agents had 
been used, the rate was 70 per cent. The 3- and 5-year rates 
in patients treated between 1931 through 1940 were 82 per cent 
and 79.5 per cent respectively, and for the period 1941-1950, 
they were 90 and 88 per cent respectively. The authors con- 
clude that radiation therapy is as effective in the control of car- 
cinoma of the lower lip as any method now available. 


Massive hemorrhage from peptic 
ulcer: A cause of myocardial 
infarction in the aged 


® WILLIAM L. cRAvER, M.D., and Frank Glenn, M.D., state in 
the December 1957 issue of the Journal of the American Geri- 
atrics Society that they have found myocardial infarction to be 
the commonest complication of serious hemorrhage from peptic 
ulcer in the aged. Of 53 patients over 65 years of age admitted 
to the hospital in a 10-year period, there were 30 who met defi- 
nite criteria for massive bleeding. There were 22 males and 8 
females. Thirteen of the 30 patients had, or had a history of, 
major cardiovascular disorders at the time of admission. Among 
the 17 with no previous history of cardiovascular disease, elec- 
trocardiograms were normal in 12 and abnormal in 5. The 
commonest major symptom in addition to hemorrhage was 
epigastric pain, which was present in 10 cases. One patient had 
vomiting without hematemesis, and one had pain that was en- 
tirely precordial. The majority of patients had no symptoms 
other than those of hemorrhage; thus they had no warning of 
impending bleeding or activity in the ulcer. In 28.6 per cent of 
the patients who bled prior to admission, hemorrhage continued 
or began anew in the hospital. This high percentage is signifi- 
cant in the old-age group. The bleeding is generally from an 
arteriosclerotic vessel in the base of the ulcer; such a vessel is 
unable to contract, as it would in a younger person. In the 17 
patients treated medically, 3 definite and 1 possible myocardial 
infarctions occurred. There were no myocardial infarctions in 
the 13 patients treated surgically. 

Although the series is small, the occurrence of infarcts in 
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the medically treated patients suggests that the effect of mas- 
sive hemorrhage on the circulation of the myocardium is severe. 
The participation of the coronary arteries in the general vaso- 
constriction due to the reduced blood volume presumably creates 
coronary insufficiency and a reduction of cardiac blood flow. 
In stress, because of the outpouring of adrenalin, the heart re- 
quires a larger amount of oxygen; actually the supply is dimin- 
ished. Acute coronary insufficiency develops when there is a 
discrepancy between the demands of the myocardium and the 
available oxygen. In the presence of coronary sclerosis, shock 
is superimposed on an already inadequate circulation. Myo- 
cardial ischemia results; when the ischemia is severe or pro- 
tracted, infarction may develop without coronary occlusion. 
There should be prompt and adequate replacement of blood to 
prevent shock and avoid coronary insufficiency. If bleeding 
continues or recurs, early operation is imperative. 


The choice between 
death from postmaturity 
and death from induction of labor 


P IN THE JANUARY 1], 1958, issue of The Lancet, G. F. Gib- 
berd, M.S., attempts to estimate the saving of life that could be 
achieved by preventing postmaturity. The study is based on the 
records of 8,503 deliveries of viable infants, of which 7,965 
were delivered after the thirty-sixth week of gestation. The 
estimate of risk from postmaturity was based on the incidence 
of fetal and neonatal deaths in which anoxia was the only clear 
explanation for the fatality. In pregnancies believed to have 
completed 41 weeks or more, not more than 1.1 per cent of 
infants were lost because of postmaturity itself. However, 
anoxia is a danger that attends every fetus regardless of its 
maturity, and the corresponding figures for pregnancies that 
completed 37, 38, 39, or 40 weeks are 2.6, 2.4, 0.4, and 0.6 per 
cent respectively. In general terms the 0.85 per cent fetal loss 
from anoxia when labor occurs in the month preceding the 
forty-first week can be compared with the 1.1 per cent loss in 
the month after the forty-first week—a difference of 0.25 per 
cent. If an infallible and entirely safe method of induction of 
labor were used immediately before the forty-first week of 
pregnancy was completed, no more than 6 babies in every 1,000 
inductions would theoretically be saved. An appreciation of 
these figures is important in considering routine avoidance of 
postmaturity by induction of labor with an imperfect method. 
There is reason to believe that, in postmaturity, artificial rup- 
ture of the membranes carries with it greater dangers to the 
fetus than those the interference is designed to circumvent. For 
those who are impressed with the fallibility and dangers of all 
the presently-known methods of induction the management of 
postmaturity will remain a difficult problem. In uncomplicated 
cases, it is probably better to avoid the treatment of postma- 
turity altogether than to embark on a rigid policy of prevention. 


Digitalis intoxication 


> a struvy or 40 selected cases of digitalis intoxication is 
presented with special reference to causative chemical and 
human factors by Morton W. Shrager, M.D., in the December 
1957 issue of the A.M.A. Archives of Internal Medicine. Age 
was not found to be a barrier to effective use of digitalis. The 
type of heart disease was not significant in comparison with 
controls who did not have toxicity. Digitoxin produced severer 
toxicity with fewer warnings than did digoxin. Nausea and 
vomiting were the most prominent symptoms, but anorexia may 
be an early symptom of intoxication. “Neurologic” symptoms 
were a common manifestation, but these were usually accom- 
panied by gastrointestinal symptoms. Failure to attribute 
advancing congestive heart failure to digitalis intoxication may 
be a Serious and not uncommon error. Of the cases studied, 
80 per cent were felt to have been preventable by attending 
physicians, and 88 per cent of these could be attributed to 
errors in dosage. A common error, responsible for 9 cases 
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(23 per cent) of toxicity, was an attempt to control intractable 
failure by high maintenance dosage or by adding frequent small 
supplementary doses to an already adequate maintenance dose. 
A commoner and insidious error was the failure of physicians 
to frequently follow up patients who were receiving relatively 
normal maintenance dosage of digitalis preparations. The most 
frequent offending dose in this series was 0.2 mg. of digitoxin 
daily and 0.5 mg. of digoxin daily, although toxicity developed 
in patients receiving 0.15 and even 0.1 mg. of digitoxin. 


Clinical experience with Panafil 


P THE USE OF A PROTEOLYTIC ENZYME in 106 infected lesions is 
described by Joseph M. Miller, M.D., George C. Godfrey, M.D., 
Milton Ginsberg, M.D., and Constantine J. Papastrat, M.D., 
in the December 1957 issue of Postgraduate Medicine. The 
substance used was Panafil ointment, which contains 10 per 
cent commercial papain, 10 per cent urea, and 0.5 per cent 
chlorophyll in a solution of a borate buffer with a pH of 6.2. 
The fundamental principle in use of Panafil is the provision of 
effective contact between the ointment and the susceptible sub- 
strates of the wound. The ointment should be applied once a 
day in less severe degrees of infection and at least twice daily 
in more florid infections. The best results in treatment of 
infected lesions were achieved in cases in which complete ex- 
teriorization of the lesion was possible, since maximal action 
of the enzymes was produced only when there was adequate 
drainage. The presence of infected fascia and bone which 
resist digestion by papain although denatured, and a poor blood 
supply to the affected area, will produce a poor result. Panafil 
should not be used for treatment of lesions of the cavities of 
the body unless they communicate with the external surface of 
the body. One of the antibacterial agents should be admin- 
istered systemically when severe infection is being treated with 
this ointment. In 106 lesions that occurred in 100 patients, re- 
sults were poor in 5, and in these the blood supply to the affect- 
ed extremity was very poor. There were no toxic effects, and 
no sensitivity to the ointment was observed. 


Practical aspects 
of patient protection 
in diagnostic roentgenography 


P IN THE JANUARY 15, 1958, issue of the New York State 
Journal of Medicine, Nathaniel Finby, M.D., says that diag- 
nostic radiography contributes a small accumulated dose of 
ionizing radiation to the general population, but the dosage is 
well below background radiation. There is no evidence of harm 
to the individual patient from ordinary diagnostic procedures, 
but there are genetic effects that may he of great importance 
for future generations. To keep ionizing radiation dosage to 
the gonads of young people to a minimum, special training in 
the problems of radiation protection is important. Procedures 
used by nonradiologists are in general much less precise and 
result in higher gonadal and somatic doses to patients. The best 
possible balance between radiographic exposure and diagnostic 
information should be sought. Radiographic examination should 
not be a routine procedure. The radiologist should be consulted 
regarding the frequency and extent of any survey radiographic 
studies. The previous radiographic exposure of a patient should 
be considered. 

Good x-ray equipment is necessary, and the hazards to the 
patient of exposure will vary directly with the age and inversely 
with the cost of the equipment. All radiographic machines 
should be checked to rule out errors of manufacture or installa- 
tion. Added filtration and higher kilovoltage spare the patient 
unnecessary radiation without impairing diagnostic quality. A 
leaded diaphragm or preferably a cone or cylinder of appro- 
priate size should be used to delimit and collimate the x-rays. 
The optimum is a diaphragm that can be easily changed, ab- 
sorbs all direct radiation outside the film edge, and outlines the 
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field to be examined by a light beam on the patient and cassette. 
This ideal cone should have an inherent method of marking the 
exposed film to show that proper coning has been used. 

The most significant source of radiation to the patient in 
diagnostic radiography comes from fluoroscopic examinations. 
This danger is heightened by the fact that great numbers of 
these examinations are made by unskilled operators with unsafe 
machines. The mobile or portable x-ray unit should be used 
only when absolutely necessary. Preliminary studies indicate 
that a new lead glass fabric apron has protective value. Finally, 
it is recommended that patients keep a diary of radiation ex- 
posure to provide the physician with a general appraisal of 
previous exposure and to prevent unnecessary repetitions. 


Pneumoperitoneum 
after gastroscopy 


P WRITING IN THE JANUARY 1958 issue of the American Jour- 
nal of Gastroenterology, Clayton K. Stroup, M.D., and Donald 
K. Pine, M.D., say that pneumoperitoneum following gas- 
troscopy has been distinguished by its innocuous course and a 
perforation small enough to escape detection at laparotomy. 
Postgastroscopy pneumoperitoneum is a relatively rare occur- 
rence. Including the authors’ case, there have been 20 reported 
instances since the introduction of the Wolf-Schindler gastro- 
scope 24 years ago. There is apparently a distinct difference in 
the size and type of perforation since the introduction of the 
solid rubber tip. Previously, the sponge rubber tip was associat- 
ed with gross tears of the stomach that were amenable to surgi- 
cal repair. In 11 subsequent cases the patient either had a 
minute perforation that escaped detection at laparotomy (7 
cases) or recovered spontaneously without operation. The be- 
nign course is probably due to the fact that the perforation is 
small and probably seals rapidly. Also the absence of food in 
the patient prepared for gastroscopy probably explains the ab- 
sence of peritonitis. Rupture of the stomach during gastrescopy 
should be suspected if the stomach fails to distend on inflation. 
Abdominal distress, shoulder pain, and, most important, tympan- 
itic abdominal distention that cannot be relieved by eructation 
may develop. Ordinarily, confirmation of the diagnosis by x-ray 
is simple. In view of the favorable response to medical treat- 
ment and since there has been a uniform inability to demon- 
strate the perforation, the authors urge conservative manage- 
ment. 


Teamwork in the treatment 
of Parkinson’s disease 


P accordinc To Lewis J. Doshay, M.D., in the January 1958 
issue of Postgraduate Medicine, since the general practitioner is 
responsible for the major part of the care of the patient with 
Parkinson’s disease and sees the patient at the start of the ill- 
ness, he should keep abreast of the latest therapeutic advances 
and should institute intensive treatment from the beginning, 
when the greatest good can be achieved. He should encourage 
the patient by pointing out the favorable aspects of the disease: 
it does not shorten life, and tends to protect from more serious 
conditions such as cancer and cardiac disease. The patient 
should be told that the disease affects the basal ganglion and 
not the brain itself. 

The patient should be scen monthly if possible. Many new 
drugs are available for treatment of Parkinson’s disease, and 
this is important because patients tend to tire of any remedy 
during the long siege of the illness, and some patients are con- 
stantly looking for some new treatment or “cure.” Also drugs 


tend to lose their effectiveness with the passing of time and 
other effective agents must be available to replace them. Physi- 
cal therapy is important in every patient with rigidity. It should 
be given regularly and should consist of vigorous and deep 
massage, passive stretching of muscles, and active exercises in 
the gymnasium or treatment with special equipment and calis- 
thenics at home. 
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Many elderly patients are beyond help from conservative 
therapy because of poor tolerance and hypersensitivity to all 
drugs or because of disability due to neglect. These patients 
need the help of the neurosurgeon. In the last 2 decades various 
segments of the nervous system have been experimentally 
severed, but such attempts were unsuccessful because of lack of 
knowledge of the exact areas or pathways involved. Recently 
procedures have aimed specifically at the globus pallidus, but 
thus far favorable results have been obtained only in young 
patients with unilateral involvement. 

The patient’s family can help by adopting a realistic attitude 
toward the disease, by not unnecessarily restricting the patient, 
and by helping him in matiers beyond his capacity. The com- 
munity could aid the patient with Parkinson’s disease by estab- 
lishing a Parkinson foundation to promote research and to help 
the physician with placement and rehabilitation facilities for 
disabled patients and those in advanced stages of the disease. 


Osteotomy-bunionectomy 
for hallux valgus 


P THE TECHNIC AND RESULTS of an operation for hallux valgus 
are described by C. Leslie Mitchell, M.D., Joseph L. Fleming, 
M.D., Richard Allen, M.D., Christopher Glenney, M.D., and 
Glenn A. Sanford, M.D., in the January 1958 issue of the Jour- 
nal of Bone and Joint Surgery. The role of metatarsus primus 
varus in the etiology of hallux valgus has been emphasized for 
many years, but regardless of the pathomechanics of hallux 
valgus, if the toe and the metatarsal deformity are not simul- 
taneously corrected, many patients will have recurrent de- 
formity. This is true because the hallux cannot articulate nor- 
mally with a metatarsal that is pointing medially unless it is in 
varus deformity, a condition that the modern shoe will not 
permit. 

The operative procedure consists of osteotomy of the distal 
portion of the first metatarsal, lateral displacement and angula- 
tion of the head of the metatarsal, with exostosectomy and 
medial capsulorrhaphy. A dorsal medial incision is made on 
the foot, curving above the bursa and callous. A Y-shaped inci- 
sion is made through the medial capsule and the periosteum of 
the first metatarsal. The neck and shaft of the metatarsal are 
then stripped subperiosteally. The exostosis is removed flush 
with the shaft of the metatarsal. Two holes are drilled, one % 
inch and the other 1 inch from the articular surface, and a 
suture is placed through them. A double incomplete osteotomy 
is then done 3% inch from the articular surface between the 
drill holes and perpendicular to the shaft. The osteotomy is 
completed proximally with a thin saw blade. The metatarsal 
head is then shifted laterally until the lateral spur locks over 
the proximal shaft, and the head is angulated slightly laterally 
so that its articular surface parallels the axis of the second 
metatarsal. Medial capsulorrhaphy is done with the hallux in 
slight overcorrection. Splints of padded tongue depressors are 
applied with the toe in slight overcorrection and in 5 degrees 
of plantar flexion. This splint is worn 10 days. After suture 
removal a short walking cast is applied to the leg, and this is 
worn 4 weeks. 

In a study of 59 patients who had 100 operations, the re- 
sults were generally satisfactory in 82 per cent of the opera- 
tions. Sixty-two per cent of the patients resumed normal activi- 
ties after 3 months, and 66 per cent wore normal shoes. 


Status of corticotropin 
and the steroid hormones 
in therapy of allergic disease 


® accorpinc To Ralph Bookman, M.D., in the December 14, 
1957, issue of the Journal of the American Medical Association, 
corticotropin (ACTH) and the adrenal steroids are palliative 
agents in the treatment of allergic disease; they relieve symp- 
toms without affecting the underlying allergic state. The most 
important and also most indistinct action of these drugs is the 
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suppressive effect on the pituitary and adrenal glands, which 
is seen morphologically at postmortem, and in frequent reports 
of adrenal failure in such stressful conditions as surgery and 
acute infection. There are also dangers inherent in the drugs 
themselves. Symptoms of infection can be camouflaged and the 
infection can become uncontrolled. The development of peptic 
ulcer or gastrointestinal hemorrhage may be sudden and alarm- 
ing. Osteoporosis with fractures, thrombophlebitis, and psy- 
choses are other conditions in which these drugs may be in- 
dicted. Only in the self-limiting types of allergic reactions, 
such as drug or penicillin sensitivities, can we justify routine 
use of corticotropin or steroids. These drugs may be used in 
the small group of patients who either do not respond to time- 
honored procedures or who develop isolated and refractory 
episodes of their disease. 


Acute urinary suppression 
after ureteral catheterization 


> iN THE DECEMBER 5, 1957, issue of the New England Jour- 
nal of Medicine, Jonas H. Sirota, M.D., and Lester Narins, 
M.D., report 3 cases in which severe oliguria and rapidly pro- 
gressive azotemia followed uncomplicated cystoscopic ureteral 
manipulation and retrograde pyelography. Repeat cystography 
in all 3 cases revealed this to be the result of bullous edema 
of the ureteral orifices with obstruction to urinary flow. The 
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> Books for review which were received during the period 
from January 5 to February 5 are listed on advertising pages 
138 and 140. Reviews of these books will be published as space 
permits. 


® THE HEALING OF WOUNDS. A Symposium on Recent Trends 
and Studies. Edited by Martin B. Williamson, Ph.D., Professor of 
Biochemistry, Stritch School of Medicine, Loyola University, Chicago. 
Cloth. Pp. 202, with illustrations. Price $7.00. McGraw-Hill Book Com- 
pany, Inc., 330 West 42nd Street, New York 36, 1957. 


This book presents the accumulated knowledge on the 
physiologic process of wound healing. It pays basic attention 
to the smallest elements, the molecular structures and their ef- 
fect on healing, yet it does not neglect the biologic aspects. Ma- 
terial discussed includes the metabolism of proteins and amino 
acids during wound healing, role of the ground substance in 
wound healing, methionine in wound healing during protein 
starvation, pharmacologic considerations of sulfur compounds 
in tissue regeneration, vitamin C and wound healing, hormonal 
influences on granulation tissue formation, collagen in wound 
healing, healing of muscle tissue, incisions used in gynecology, 
and clinical approaches to the concepts of wound healing. 

The book is not entirely laboratory and research material ; 
there is practical discussion of the failure of wound healing 
as well. The relation between the number of sutures and heal- 
ing or nonhealing shows that number per se apparently has 
little effect. Obesity, malnutrition, surgery in hot weather, and 
hemorrhage all have an effect on healing. 

The book can be recommended as background reading for 
anyone who inflicts and cares for wounds, or who is interested 
in the factors that influence healing. 


A. P. D.O. 
D. Koprince, D.O. 
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edema was thought to represent an idiosyncratic hypersensitivity 
to trauma, formaldehyde used for catheter sterilization, or the 
contrast medium used for retrograde visualization. All 3 pa- 
tients became critically ill. Severe hypertensive encephalopathy 
with convulsions, a Grade 3 retinopathy, and electrocardio- 
graphic changes developed in one. A second had severe con- 
gestive heart failure with pulmonary edema and life-threaten- 
ing hyperkaliemia. Oliguria was dramatically relieved in all 
cases on the fifth day by the insertion of ureteral catheters, 
with eventual complete recovery. Among the clinical features 
that distinguish these cases from those due to tubular necrosis 
are the absence of the usual predisposing factors for acute 
tubular necrosis, the more rapid and severe rise in blood 
pressure in these cases, the possible absence of the fixed low 
specific gravity that is usually found with tubular necrosis, 
marked fluctuations that may occur in the daily volume of 
urine, and the signs of a urinary tract infection that are usually 
found in patients with obstructive ureteropathy, such as more 
marked fever and leukocytosis, greater pyuria and costoverte- 
bral angle tenderness, and presence of suprapubic tenderness. 
This iatrogenic syndrome should be suspected in any case 
in which severe oliguria or anuria follows bilateral ureteral 
catheterization. In such cases cystoscopy should be dene again, 
and, if obstructive edema of the ureteral orifices is found, 
ureteral catheters should be left indwelling for several days. 
Previous case reports of anuria after cystoscopy are probably 
similar in origin. The term “reflex anuria” is a dangerous catch- 
all misnomer leading to misguided therapeutic attempts. 


TRIS WIE S 


® CLINICAL APPLICATIONS OF SUGGESTION AND HYPNO- 
SIS. By William T. Heron, M.A., Ph.D., Professor of Psychology, 
University of Minnesota, Minneapolis, Minnesota. Ed. 3. Cloth. Pp. 
165. Price $3.75. Charles C Thomas, Publisher, 301-327 E. Lawrence 
Ave., Springfield, Ill., 1957. 


The recent rise in popularity of hypnosis as a medical in- 
strument has brought out a rash of books on the subject. Some 
of them are large, impressive tomes and others, like this one, 
are small and compact. The practical nature of this little book 
is attested by its popularity; appearing first in 1950, it has con- 
tinued to be accepted to the present third edition. 

The author concentrates upon the purpose stated in the 
title and avoids discussion of the theoretical or historical as- 
pects of the subject. The 160 pages of text are divided into 
twelve chapters and a bibliography. These chapters are headed 
“Introduction,” “Suggestion and Suggestibility,” “The Profes- 
sional Use of Hypnosis,” “How to Approach Your Patient,” 
“Degrees of the Hypnotic State,” “Methods of Induction,” 
“Posthypnotic Suggestions,” “Precautions in the Use of Hyp- 
nosis,” “Group Hypnosis,” “Case Histories,” “The Routines for 
the Production of Clinical Hypnosis,” and “The Tape Recorder 
in Patient Conditioning.” The last chapter was written by 
James D. Jacoby, D.D.S., and is introduced by the statement, 
“One of the principal obstacles in the routine use of hypnosis 
by the profession has been the lack of confidence by the doctor 
in himself.” This could easily have been an introduction to the 
book itself. The author, however, does state, “In the use of 
hypnosis the professional man should think of himself in the 
role of teacher.” This is an essential difference between the 
older days of hypnosis when an authoritarian approach to in- 
duction was used. He feels that hypnosis is and should be con- 
sidered a natural psychologic phenomenon and the hypnotist’s 
role is simply that of an instructor or teacher who helps the 
subject to accomplish the condition of hypnotism. 

The rest of the book is kept on a somewhat superficial 
level, but has a wealth of practical suggestions, which are al- 
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ways of interest to practicing physicians. The book serves the 
purpose intended for it by its authcr, and to that extent it is 


recommended. 
Tuomas J. Meyers, Ph.D., D.O. 


® MANAGEMENT OF THE PATIENT WITH HEADACHE. By 
Perry S. MacNeal, M.D., F.A.C.P., Physician to Pennsylvania Hospital 
and Benjamin Franklin Clinic, Philadelphia; Assistant Professor of 
Clinical Medicine, Jefferson Medical College; and Bernard J. Alpers, 
M.D., Se.D. (Med), F.A.C.P., Professor and Head of the Department 
of Neurology, Jefferson Medical College; Consulting Neurologist to Ben- 
jamin Franklin Clinic of Pennsylvania Hospital, Philadelphia; and Wil- 
liam R. O’Brien, M.D., F.A.P.A., Psychiatrist and Head of the Depart- 
ment of Psychiatry, Pennsylvania Hospital; Associate Physician to the 
Benjamin Franklin Clinic of the Pennsylvania Hospital; Instructor in 
Psychiatry, Jefferson Medical College. Cloth. Pp. 145. Price $3.50. Lea 
& Febiger, Washington Square, Philadelphia 6, 1957. 


“Headache. With this one word, patients can present a 
symptom so common—yet so significant—that it becomes an 
immediate and direct challenge to the physician. From migraine 
to brain tumor, probably no other symptom has such hidden 
meanings.” This concise quotation explains why every physi- 
cian needs to study the most recent theories about headache’s 
causes and therapies. Its treatment has advanced beyond simple 
sedatives and analgesics because of the recently apparent psy- 
chologic and neurologic causes. 

Headache is often a manifestation of deep emotional dis- 
turbance, and therefore the correction of the patient’s personal 
problems is stressed in headache therapy. Technics of differen- 
tial diagnosis are demonstrated to help the physician in dis- 
criminating between psychologic headaches and those caused by 
cardiovascular disorders and infections so that their respective 
remedies can be best applied. 

This is a small volume, and yet the information contained 
within it will enlighten every general practioner. Perhaps its 
greatest value lies in its contribution to headache classification, 
a great aid both diagnostically and therapeutically. The work is 
clinically sound and is well worth examining. 


® CALDERWOOD’S ORTHOPEDIC NURSING. Revised by Carroll 
B. Larson, M.D., F.A.C.S., Professor of Orthopedic Surgery and Chair- 
man of Department of Orthopedic Surgery, State University of lowa; 
Marjorie Gould, R.N., B.S... M.S., Supervisor of Orthopedic Nursing, 
State University of Iowa; formerly Instructor, Advanced Orthopedic 
Nursing, Boston University. Ed. 4. Cloth. Pp. 701, with illustrations. 
Price $5.75. The C. V. Mosby Company, 3207 Washington Blvd., St. 
Louis 3, 1957. 


The fourth edition of this classic text on orthopedic nurs- 
ing contains new methods of treatment that have come into use 
since the previous edition. The authors have made other addi- 
tions, based on deficiencies, omissions, and underemphasis point- 
ed out by students and faculty members, that they believe im- 
prove the book in both content and reference value. 

The lesson units are divided according to type of disease 
and resultant deformity to be treated. New illustrations show 
recent developments in therapy. 


®&® CLINICAL PATHOLOGY DATA. Compiled by C. J. Dickinson, 


B.A., B.Sc., B.M., M.R.C.P. Medical Registrar, Middlesex Hospital; 
(Late Resident Medical Officer, University College Hospital; Captain 
R.A.M.C.) With a Foreword by C. E. Dent, Ph.D., M.D., F.R.C.P., 
F.R.L.C. Professor of Human Metabolism in the University of London. 
Ed. 2. Cloth. Pp. 91. Piice $4.00. Charles C Thomas, Publisher, 301- 
327 East Lawrence Avenue, Springfield, Illinois, 1957. 


The second edition of this book of tables for rapid evalua- 
tion of clinical laboratory findings is nearly four times the size 
of its predecessor. The material has been regrouped according 
to diseases and with numerous cross references between diseases 
and tests. The author believes that this new arrangement will 
disarm criticism of “penny-in-a-slot” medicine that was con- 
ceivably justified regarding some parts of the first edition. 

Pages are divided into four columns that show at a glance 
the test to be made and the body tissue or fluid used in the ex- 
amination, normal values for the factor to be determined, dis- 
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ease conditions that raise such values, and those that lower them. 

An unusual inclusion is a short section with brief discus- 
sion of eleven tests that the author considers unnecessary. He 
is strengthened in what may appear arbitrary opinions by the 
concurrence of a number of other pathologists. 

This book could become indispensable to the physician who 
makes constant use of laboratory tests of blood and its con- 
stituents, urine, feces, cerebrospinal fluid, and body effusion 
fluids. 


® MANUAL OF PHARMACEUTICAL LAW. By William Pettit, 
Lecturer in Pharmaceutical Jurisprudence, University of Pittsburgh. Ed. 
2. Cloth. Pp. 303, with illustrations. Price $4.50. The Macmillan Com- 
pany, 60 Fifth Ave., New York 11, 1957. 


Changes in federal and state laws relating to pharmacy and 
pharmacists are recorded in this second edition of the manual 
for students and practicing pharmacists. The book has been 
completely rewritten. 

Theory and background of the laws in the United States 
as well as international aspects are included. Important federal 
laws, presented in their full text, have been enlarged and reflect 
legislation enacted since 1949. Additional laws and findings in 
state and regional cases have been cited, and subjects that the 
author considers most adaptable for class use are included. The 
third appendix contains a two-page glossary of common legal 
terms. 


® THE STORY OF PEPTIC ULCER. Conceived by Richard D. Ton- 
kin, M.D., F.R.C.P., Westminster Hospital, London. Characterised by 
Raymond Keith Hellier, F.R.S.A. Cloth. Pp. 71, with illustrations. Price 
$2.25. W. B. Saunders Company, West Washington Square, Philadelphia 
5, 1957. 


Rarely can one thoroughly agree with a publisher’s fore- 
word. This is a rare instance, and an excerpt from the foreword, 
“|. medical advice can be sound and scientific ...and... 
represent delightful and charming reading,” perfectly expresses 
this 7l-page book. In Part I the patient is introduced to his 
disorder and given necessary facts concerning ulcer. Part II 
arms him with suggestions for outwitting the ulcer. 

The authoritative text, rife with optimistic drawings, offers 
a commonsense approach both to the peptic ulcer and the pa- 
tient who has one. For example, those ulcer bugaboos—tea, 
coffee, alcohol, and nicotine—are discussed without benefit of 
the usual sanctimony. It is simply suggested that those who 
continue to indulge would do well to imbibe and smoke directly 
after a meal, tricking the excess acid thus stimulated into help- 
ing digest the meal. 

The book is meant to inform, interest, and amuse the pa- 
tient with ulcer. The author and his artist have thoroughly 
succeeded. It should be an invaluable aid both to the patient 
and his physician. Perhaps its greatest therapeutic value lies in 
the joyous air of optimism that permeates both text and illus- 


trations. 


B® THE INFANTILE CEREBRAL PALSIES. By Eirene Collis, As- 
sistant to the Director of the Cerebral Palsy Unit, Queen Mary’s Hospital 
for Children, Carshalton, and Honorary Adviser to the Cerebral Palsy 
Clinics of the Ospedale Maggiore, Crema, and of the Istituto Pio dei 
Rachitici, Milan, Italy; and W. R. F. Collis, Director of Paediatrics, 
Rotunda Hospital; Physician, National Children’s Hospital, Dublin; 
Chairman, National Association for Cerebral Palsy in Ireland; and Wil- 
liam Dunham, Physician to the Department of Physical Medicine, Charing 
Cross Hospital; Consultant in Cerebral Palsy to the London County 
Council; and L. T. Hilliard, Consultant Psychiatrist and Physician Su- 
perintendent, Fountain Hospital for Mentally Defective Children, Lon- 
don; and David Lawson, Physician Superintendent and Consultant Pae- 
diatrician; Director of Cerebral Palsy Unit, Queen Mary’s Hospital for 
Children, Carshalton. Cloth. Pp. 100. Price $3.00. Charles C Thomas, 
Publisher, 301-327 E. Lawrence Ave., Springfield, Ill., 1957. 


Cerebral palsy has created a great deal of interest among 
laymen and physicians alike in recent years. Much research has 
been conducted, and much literature has been produced. How- 
ever, according to the Foreword in this compact volume, many 
of today’s therapeutic specialists get so involved in technics 
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that they “. . . forget that their primary responsibility and only 
rational aim is the training of the child for living. .. . They 
forget the child as a person. They think of him as a spastic limb. 

..” The principles of diagnosis and treatment which are pre- 
sented here are based on this element of understanding in the 
belief that gentleness and kindness help an affected child to help 
himself. 

Case histories and explicit instructions for each type of cere- 
bral palsy—generalized spasticity, hemiplegia, variable rigidity, 
athetoid, and ataxic—are interwoven. Because of its practical- 
ity, the reading of this excellent monograph makes one feel hope- 
ful about the “humane and satisfying réle of training the child 
with cerebral palsy.” 


THE HANDICAPPED AND THEIR REHABILITATION. Edited 
by Harry A. Pattison, M.D., F.A.C.P.; Director of The Potts Memorial 
Institute, Inc. Cloth. Pp. 944, with illustrations. Price $14.75. Charles 
C Thomas, Publisher, 301-327 E. Lawrence Ave., Springfield, Ill., 1957. 


Much progress has been made during recent years in occu- 
pational therapy, physical medicine, and psychiatry, as they apply 
specifically to the problems of rehabilitation. However, the con- 
tributors to this book feel that helping the handicapped person 
to adjust successfully to everyday life is a job for everyone. 
The field of rehabilitation encompasses the home, the school, 
the church, and industry, as well as all branches of medicine. 
And, rehabilitation involves the blind, the deaf, the mentally ill, 
the aged, the crippled, and the amputees. Those with speech 
difficulty, those weakened by tuberculosis, heart disease, or dia- 
betes, and those inconvenienced by a colostomy or laryngectomy 
also need attention. Each case is unique and the goal of the 
rehabilitation team should be the co-ordination of his body as a 
whole along with the unification of the physical aspects and the 
individual’s psychologic acceptance of the disability. Only when 
this unification is complete can the demands of reality be met. 

Besides discussing the philosophy and history of rehabilita- 
tion, special problems are considered, such as marriage between 
handicapped persons, the attitudes of prospective employers and 
insurance companies, and the relationship of state and federal 
legislation to the handicapped. 

The text is interestingly written in a straightforward style. 
It is an outstanding addition to the literature covering the newly 
recognized field of rehabilitation. 


® SURGERY OF HEAD AND NECK TUMORS. By Hayes Martin, 
M.D., Attending Surgeon, Memorial Hospital; Associate Professor of 
Clinical Surgery, Cornell University Medical College, New York. Cloth. 
Pp. 430, with illustrations. Price $18.50. Paul B. Hoeber (Medical Book 
Department of Harper & Brothers), 49 E. 33rd St., New York 16, 1957. 


Attention to minute detail and infallible accuracy are essen- 
tial in a book of this type. Dr. Martin’s instructions for surgi- 
cal maneuvers are explicit and are accompanied by excellent 
step-by-step drawings. His descriptions of technics are based on 
those which repeatedly have given highly satisfactory results in 
his experience. A list of surgical instruments used in each 
operation is included. The table of contents is particularly good, 
enhancing the volume’s value as a quick reference. 

The text is directed toward the general surgeon, as the 
author feels that broad experience in general surgery is a 
necessary prerequisite for success in head and neck surgery. A 
discussion of preoperative and postoperative considerations, both 
physical and psychologic, introduces each section, and the whole 
is characterized by thoroughness and readability. 


pathologic physiology of bone tissue has begun what the author 
calls “the recent wave of enthusiasm” among general practi- 
tioners for better understanding of skeletal disease. This text is 
designed “to present the subject in such a way that it can be 
used in the daily practice of medicine, emphasizing that in many 
skeletal diseases a clear-cut diagnosis can be made which will 
usually point the way to rational and often remarkably reward- 
ing therapy.” Certainly the physician will find the hook a won- 
derful tool to that end. 

Special mention should be made of the exceptionally fine 
reproductions of roentgenograms which are included to illustrate 
the various skeletal diseases. A gravure process of printing 
was used as a vehicle for multiplying copies of these illustra- 
tions, already improved and reproduced by “new photo-elec- 
tronic methods.” The clarity of these plates is well matched by 
the lucidity of the written material. 


® CARDIOVASCULAR REHABILITATION. Edited by Paul Dud- 
ley White, M.D., Massachusetts General Hospital, Boston; Howard A. 
Rusk, M.D., Director, Institute of Physical Medicine and Rehabilitation, 
New York University-Bellevue Medical Center, New York; Bryan Wil- 
liams, M.D., Clinical Instructor in Medicine, Southwestern Medical 
School, University of Texas, Dallas; and Philip R. Lee, M.D., Depart- 
ment of Internal Medicine, Palo Alto Clinic, Palo Alto, California. 
Cloth. Pp. 155. Price $6.50. McGraw-Hill Book Company, Inc., 330 
West 42nd St., New York 36, 1957. 


The proceedings of a conference on rehabilitation of the 
cardiovascular patient are presented in discussion style in this 
small volume. The quality of this conference is attested by the 
professional stature of its participants: the editors of this book 
and the many specialists who contributed from their knowledge 
and experience. 

Perhaps it would seem that such a book is valuable only 
for physicians particularly concerned with a specialized field. 
Quite the contrary—a discussion of this kind has as many appli- 
cations as it has ramifications, and any physician would profit 
from the atmosphere of professional excellence and human con- 
cern vicariously set before him. 


Bb UNDERSTANDING YOUR PATIENT. Edited by Samuel Liebman, 
M.D., Medical Director, North Shore Hospital, Winnetka, Ill.; Clinical 
Assistant Professor of Psychiatry, University of Illinois College of Medi- 
cine. Cloth. Pp. 170. Price $5.00. J. B. Lippincott Company, E. Wash- 
ington Square, Philadelphia 5, 1957. 


An interesting chapter on the unique position of the physi- 
cian in society, including comments from well-informed persons 
in various fields, opens this series of lectures on understanding 
the problems of patients. The general subject is currently pop- 
ular; this book contains a good deal of common sense on many 
phases of it. Various lecturers consider the problems of each 
age group, including the preschool child, the school child, the 
teenager, the adult, and the older generation. There are special 
sections on premarital and marital counseling. 
The book is designed to give general knowledge to the non- 
psychiatric practitioner, to provide “a legitimate extension of 
. . services to include proper treatment of that multitude of 
patients who are maladjusted but not severely disturbed.” The 
book is easy to read and contains much of value along these 
lines. 


® URINE AND THE URINARY SEDIMENT A Practical Manual 
and Atlas. By Richard W. Lippman, B.S., M.D., Fellow of the John 
Simon Guggenheim Memorial Foundation. Ed. 2. Cloth. Pp. 140, with 
illustrations. Price $8.50. Charles C Thomas, Publisher, 301-327 E. Law- 
rence Ave., Springfield, Ill., 1957. 


® BONE DISEASES in Medical Practice. By I. Snapper, M.D., Di- 
rector of Medicine and Medical Education, Beth-El Hospital, Brooklyn, 
N.Y. Cloth. Pp. 229, with illustrations. Price $15.00. Grune & Stratton, 
381 Fourth Ave., New York 16, 1957. 


The observation that from 30 to 50 per cent of bone sub- 
stance consists of living tissue sharply contradicts the attitude 
that the skeletal structure is only a static, supporting framework 
for the body. Increased knowledge concerning the normal and 
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A series of color plates showing the microscopic appearance 
of urine and urinary sediment in various conditions form the 
most significant part of this book. Brief descriptions of labora- 
tory procedures are included, with the object of providing a 
guide for the one relatively inexperienced in laboratory work. 
The high quality of the photographic reproductions, the me- 
thodical descriptions, and succinct clinical correlations combine 
to make a work most helpful to the diagnostician. 
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®&® A SYNOPSIS OF OTORHINOLARYNGOLOGY. By John F. 
Simson, F.R.C.S., Consultant Surgeon, Ear, Nose, and Throat Depart- 
ment, St. Mary’s Hospital, London, and Paddington Gerieral Hospital; 
etce.; Ian G. Robin, F.R.C.S., Consultant Surgeon, Ear, Nose, and Throat 
Department, St. Mary’s Hospital, London, and Royal Northern Hospital, 
London; etc.; and J. Chalmers Ballantyne, F.R.C.S., Honorary First As- 
sistant to Ear, Nose, and Throat Department, St. Mary’s Hospital, Lon- 
don; Consultant Surgeon, Ear, Nose, and Throat Department, Royal 
Northern Hospital, London; Assistant Director, Audiology Unit, Royal 
National Throat, Nose, and Ear Hospital, London; etc. Cloth. Pp. 443, 
with illustrations. Price $8.50. The Williams & Wilkins Company, Mount 
Royal and Guilford Aves., Baltimore 2, 1957. 


Physicians studying for postgraduate specialty examina- 
tions, as well as nonspecialists who wish a quick referenec on 
the subject of otorhinolaryngology, will welcome this publica- 
tion. Only the principles—not the details—of operative proce- 
dures are given; and because of rapid change in research con- 
cerning chemotherapy and antibiotics, only the generic term 
“systemic disinfection” is given when such therapy is indicated. 

The book is arranged according to the section of the body, 
and then by the disorders relating to it. Each disease is de- 
scribed in outline form for quick reference, and the index 
further facilitates easy use by its extensive coverage. 


®&® SYMPOSIUM ON DISEASES AND SURGERY OF THE LENS. 
Edited by George M. Haik, M.D., F.A.C.S., Diplomate, American Board 
of Ophthalmology; Professor of Ophthalmology and Head of the Depart- 
ment, Louisiana State University School of Medicine; Ophthalmic Sur- 
geon, American College of Surgeons; Member, American Ophthalmologi- 
cal Society; Member, American Academy of Ophthalmology and 
Otolaryngology; Associate Editor, Elizabeth M. McFetridge, M.A. Cloth. 
Pp. 260, with illustrations. Price $10.50. The C. V. Mosby Company, 
3207 Washington Blvd., St. Louis 3, 1957. 


The proceedings of the Fifth Annual Session of the New 
Orleans Academy of Ophthalmology are presented in this vol- 
ume. The first section consists of papers of a more formal 
type, while the second is a record of round-table discussions. 
Both parts, as the title of the book implies, concern only the 
lens of the eye. Contributions range widely in degree of excel- 
lence, as might be expected in any group of specialists. 


Editor-in-Chief, An- 
thony F,. DePalma. Cloth. Pp. 367, with ilustrations. Price $7.50. J. B. 
Lippincott Company, E. Washington Square, Philadelphia 5, 1957. 


®& CLINICAL ORTHOPAEDICS. Number Ten. 


The tenth edition of “Clinical Orthopaedics” is now avail- 
able. The main section concerns affections of growth centers 
(epiphyses and apophyses), with chapters on various phases of 
the problem: developmental deviations, degenerative diseases, 
and trauma. Four more chapters constitute the conclusion of a 
symposium on the pathologic physiology of metabolic bone dis- 
orders, the beginning of which was published in the previous 
volume. There is a section on general orthopedics and another 
of items related to orthopedic practice: technics for treatment 
of fractures, management of spondylolisthesis and spondyloschi- 
sis, and factors involved in arthritis. 


® ORTHOPEDICS FOR THE GENERAL PRACTITIONER. By 
William E. Kenney, M.D., Orthopedic Surgeon, Truesdale Hospital; 
Medical Director, Cerebral Palsy Training Center, Fall River, Mass.; 
formerly Instructor of Orthopedic Surgery, Yale University School of 
Medicine, New Haven, Conn.; and Carroll B. Larson, M.D., F.A.C.S., 
Professor of Orthopedic Surgery and Chairman of Department of Ortho- 
pedic Surgery, State University of Iowa, Iowa City, Iowa. Cloth. Pp. 
413, with illustrations. Price $11.50. The C. V. Mosby Company, 3207 
Washington Blvd., St. Louis 3, 1957. 


The authors believe that the general practitioner needs help 
in his role of all things to all patients. They present this book 
to lighten his load and guide him in the special field of ortho- 
pedic surgery. 

Each chapter deals with one anatomic location and lists the 
usual complaints pertaining to that location, together with the 
most likely diagnoses. Opposite each possible diagnosis appears 
the number of the page on which further information will be 
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found for confirming the diagnosis and initiating treatment. The 
arrangement. should. be a. great timesaver. for. the busy practi- 
tioner. If the physician is unsure of his diagnosis, the authors 
advise consultation. 

The first chapter—the longest in the book—discusses ortho- 
pedic problems in childhood, stated to be quite different in cer- 
tain aspects from those in the adult. Examples of all conditions 
are well illustrated. The pediatrician should profit by this 
section. 

One seeming inconsistency may well be premeditated: that 
of minute directions for some treatment procedures and only 
sketchy descriptions of others. Those briefly covered may be 
cases the authors believe require the added care of an orthope- 
dist. 

The contents are indexed under both nouns and adjectives, 
making for quick reference. 


® PSYCHOSOMATIC MEDICINE. A Clinical Study of Psychophysi- 
ologic Reactions. By Edward Weiss, M.D., Professor of Clinical Medi- 
cine, Temple University Medical Center, Philadelphia; O. Spurgeon Eng- 
lish, M.D., Professor and Head of Department of Psychiatry, Temple 
University Medical Center, Philadelphia. Ed. 3. Cloth. Pp. 557, with 
illustrations. Price $10.50. W. B. Saunders Company, West Washington 
Square, Philadelphia 5, 1957. 


The contents of the third edition of this fine textbook have 
been rearranged for the sake of the busy physician. General 
aspects of psychosomatic medicine are grouped in Part One, 
and application of these principles to the problems of specialty 
practices is made in Part Two. A table of contents as clear 
and complete as most indexes makes it easy to find whatever 
section the reader wants to study. 

The authors are well known for their ability to express 
themselves on psychosomatic problems in commonsense lan- 
guage. Their discussion of the principles of development of 
psychosomatic illness, its diagnosis, and some of the everyday 
problems inherent in psychiatric management is the kind of 
writing that educates painlessly and permanently. 


® INTRODUCTION TO BIOSTATISTICS. By Huldah Bancroft, 
Ph.D., Professor of Biostatistics, Tulane University School of Medicine, 
New Orleans. Cloth. Pp. 210, with graphs. Price $5.75. Paul B. Hoeber, 
Medical Book Department of Harper & Brothers, 49 E. 33rd St., New 
York 16, 1957. 


The established physician as well as the medical student 
must have a working knowledge of statistics for accurate inter- 
pretation of research results and for application in preventive 


medicine. Without this knowledge, much of today’s medical 
literature would be misunderstood and, as such, inapplicable to 
the doctor’s daily practice. This basic introduction provides the 
reader with all the information necessary for the comprehension 
of modern biostatistics. 

The text is prepared from mimeographed notes used in the 
teaching of biostatistics at Tulane University and covers, for 
example, tabulation, graphing, frequency distribution, variation, 
proportions, life tables, and bioassay. Presentation of the mate- 
rial is in nontechnical terms, and most of the samples are taken 
from clinical medicine. 

The book is thorough and should prove useful to those who 
seek a better understanding of the application of statistics to 
medicine. 


Correction 


> In the article, “Intestinal Rupture of the Newborn. Report 
of Three Cases,” by William G. Cheverton, D.O., and Milton 
Birnbaum, D.O., published in the December 1957 JourNAL, the 
last sentence of the first paragraph beginning on page 273 should 
have read: “The gangrenous portion of the small intestine was 
resected, and a side-to-side anastomosis was performed.” We 
regret the error. 
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* COMFORT 


GREATER SECURITY 
* FLEXIBILITY 


The new line of Nalon Colostomy Appliances has been devel- 
oped from practical experience with colostomy patients. They 
provide lighter weight, easier assembly and simplify irrigation 
and disposal. 


Nalon Colostomy Appliances have a flexible body ring that per- 
mits full body movement and complete normal physical activity. 
The light-weight, flexible ring can be cemented to the skin—makes 


There is a Nalon Colostomy Appliance* 


to meet every need: possible comfortable adhesion to the body and provides the colos- 
Nalon Appliance with disposable plastic bags—for tomy patient with greater comfort and security, particularly with 


immediate post-operative use, for additional the protective shield which may be used between irrigation periods. 
security in time of emergency 
Nalon’ Colostomy Shield Appliance—a light-weight 


compact shield for the patient with a trained . 
colostomy Available at your 


Nalon Colostomy Irrigating Appliance—a complet 
‘eee Gyan surgical supply dealer RUBBER COMPANY 
PROVIDENCE 2,R. 1. 


Also available—Special Nalon Double Stoma Co- 
lostomy Appliance and Colostomy Shield Appliance 


*All Nalon Colostomy Appliances feature the patented Nalon Colostomy ring-—light-welght, flexible, comfortable. Users report a ‘‘hardly-know-I'm-wearing-it” feeling! 
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He drives 
with his 


. . fighting traffic delays and the 
other fellow’s “queer” driving 


his tenseness 


antispasmodic sedative 


quiets “nervous,” spastic stomachs—with the efficient 
sedation of BUTISOL SODIUM® butabarbital sodium 
10 mg. and the antispasmodic effect of natural extract of 
belladonna 15 mg. (per tablet or 5 cc.) 


BUTIBEL TABLETS / ELIXIR, 
PRESTABS®BUTIBEL R-A 
(Repeat Action Tablets) 


LABORATORIES, INC. 
Philadelphia 32, Pa. 


| 
.... his stomach takes the brunt of / y 
McNEIL 


BRAND OF NORETHYNODREL WITH ETHYNYLESTRADIOL 3-METHYL ETHER 


Regulates menstrual disorders 
through reliable endometropic control 


Enovid is Searle’s new, orally effective agent designed to provide specific 
control of menstrual disorders. 

Enovid contains norethynodrel, a new synthetic steroid with strong pro- 
gestational and lesser estrogenic activity. The estrogenic effect, enhanced 
by the addition of ethynylestradiol 3-methyl ether, prevents spotting or 
breakthrough bleeding in most patients in whom it would otherwise occur. 

Like the normal endocrine action of the corpus luteum, Enovid main- 
tains the integrity of the endometrium during administration of the drug. 
Moreover, as occurs on withdrawal of the natural hormones, the with- 
drawal of Enovid results in the flow characteristics of menstruation. Also, 
as do the natural hormones, Enovid controls the gonadotropic functions 
of the anterior pituitary gland. 

This specific control of the menstrual cycle permits effective treatment 
of both excessive and inadequate endometrial activity and provides the 
physician with a dependable agent for treating such disorders as amenor- 
rhea, dysmenorrhea, menorrhagia, metrorrhagia and premenstrual tension. 


Pretreatment biopsy from patient with anovulatory menome- ; ; fiom 4 Sahay on day 25 after 10 mg. of Enovid daily 


4 from day 5 to neti 


decidual stromal develop 


Biopsy photomicrographs courtesy of Anna L. Southam, M.D., New York, N.Y. 


INDICATIONS AND DOSAGE GUIDE FOR ENOVID 
DISORDER FIRST CYCLE 
Menorrhagia One or two 10-mg. tablets daily to day 25 of the cycle. Fang '. rie hy daily from 
One or two 10-mg. tablets daily to day 25 
Metrorrhagia (or for 10 days to establish cycle) same as above 
Amenorrhea (primary One 10-mg. tablet daily for 20 days to establish cycle same as above 
or secondary) 
Oligomenorrhea One 10-mg. tablet daily from day 5 to day 25* same as above 
ome gaa One 10-mg. tablet daily from day 5 to day 25* same as above a 
Dysmenorrhea One 10-mg. tablet daily from day 5 to day 25 jo Asay agg daily from : 
Inadequate . One 10-mg. tablet daily from 
so» ool One 10-mg. tablet daily from day 15 to day 25 day 15 to day 25 


*The administration of Enovid prior to day 15 may interfere with lowing discontinuance of treatment, the intermenstrual interval of 
ovulation; if anovulatory cycles are not desired, one 10-mg. tablet the first untreated cycle is commonly prolonged for approximately 
of Enovid should be administered daily from day 15 to day 25. one week. 

SPECIAL NOTES: (1) If nausea is encountered, the daily dose may FORMULA: Each 10-mg. tablet of Enovid (available as uncoated, 
be cut in half or given in divided doses for three days and then scored, coral tablets) contains 9.85 mg. of norethynodrel, a new 
returned to the regular dose. (2) Intermen$trual spotting is usually synthetic steroid, with 0.15 mg. of ethynylestradiol 3-methyl ether. 

id of inadequate dosage. This type of bleeding is usually *Trademark of G. D. Searle & Co. 
controlled by increasing the dosage one 10-mg. tablet daily. (3) Fol- G. D. Searle & Co., Chicago 80, Illinois 


SEARLE Research in the Service of Medicine 
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MODIFIED MILK 


A complete formula in liquid and powder form 
prepared exclusively from Grade A Milk 


’ Zé Doctor, your dietary decision can build Blue 

; ead ; Ribbon babies. The baby who wins the blue 

Happy Jeanette, aglow with health, ribbon is the one whose doctor—no one else— 
is a Baker's Blue Ribbon Baby. selects its formula. 


BAKER’S MODIFIED MILK BUILDS BLUE RIBBON BABIES 


e A complete, balanced uniform for- ¢ Butterfat replaced by easily digested 
mula. vegetable oils. 

e Convenient and easy to prepare— ¢ Twice homogenized for better di- 
simply add water. gestion and absorption. 


¢ Made from milk of outstanding ¢ Helps doctor control infant’s formu- 
purity. la longer. Advertised to the medical 


e Provides adequate amounts of all profession only. - 
known essential vitamins plus much- ¢ Economical to use—eliminates need 
needed iron. for additional vitamins and iron. 


FURNISHED GRATIS TO HOSPITALS FOR NURSERY USE 
Available in drug stores 


OTHER PRODUCTS—VARAMEL-—a scientifically formulated 
evaporated milk product prepared exclusively from Grade A Milk 


Normal Dilutions 
Liquid Form—t fl. oz. milkto 1 fl. 02. 
| powder Form—1 Tbsp. powder to 2 f 
water 


water 
1. oz. 


20 calories per ounce 


The é aboratories, Inc. » Cleveland 3, Ohio 
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Carrier unto himself 


Once he is infected with athlete’s foot, he is likely to remain a “carrier 
unto himself,” even without re-exposure. Daily routine application 
of Desenex protects against reinfection and recurrence. 


De S fast relief from itching 
prompt antimycotic action 
OINTMENT — POWDER 
SOLUTION continuing prophylaxis 


NIGHT and DAY treatment 
AT NIGHT — Desenex Ointment (zincundecate) 1 oz. tubes. — 


DURING THE DAY — Desenex Powder (zincundecate) — 114 oz. container. 
ALSO — Desenex Solution (undecylenic acid) — 2 fl. oz. bottles. 


In otomycosis — Desenex Solution or Ointment. 


Write for samples. 


MALTBIE LABORATORIES DIVISION * WALLACE & TIERNAN, INC. « Belleville 9, N. J. 


PD-71 
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LINODOAINE 

maeeinaal LINOLEIC ACID (ESSENTIAL UNSATURATED FATTY ACID) AND PYRIDOXINE HCI capsules 
Supplies linoleic acid—essential unsaturated fatty acid—to help restore and maintain 
the proper ratio between saturated and unsaturated fat in the diet; and pyridowine, 
essential for the utilization of linoleic acid in the body. 

Significant reduction of elevated blood cholesterol has been demonstrated in patients 
with diagnosed coronary disease and in those who are clinically well but may be predis- 
posed to coronary disease.’ 

LINODOXINE EMULSION—for therapy. LINODOXINE CAPSULES (lower in potency) —for 
prophylaxis or long-term maintenance. 


1. Van Gasse, J. J., and Miller, R. F.: Current Concepts on the Etiology and Management of Atherosclerosis, Scientific Exhibit, American Medical 
Association Meeting, New York, June 3-5, 1957. NS 


to reduce or prevent elevated blood cholesterol 


thereby helping 
to minimize the 
development of 
atherosclerosis, 
especially in: 


patients whose 


personal or patients with 
familial history elevated blood 
suggests a pressure 
tendeney to ,4 
hypercholesterolemia 

orcorenary 

heart disease male patients 

with precordial 
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equal nutrient value. 
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Quaker Oatsand Mother’s Oats, 
thetwobrandsof oatmeal offered 
by The Quaker Oats Company, 
are identical. Both brands are 
available in the Quick (cooks in 


ioned varieties which are of 


Children who eat nutritious breakfasts regularly 
are more likely to be well nourished than those 
with poor breakfast habits.* This important find- 
ing emphasizes the long-known relationship be- 
tween nutritious breakfast meals and the perform- 
ance level of school children. 


A sensible breakfast for most children is one 
which supplies ample energy for a full morning’s 
work and play; which provides ample growth- 
promoting protein, vitamins, and essential min- 
erals; which is tasteful, easy to digest, and is eaten 
in a pleasant atmosphere; but which does not 
burden the digestive tract unduly or overload the 
food capacity of the child. 


A dish of oatmeal provides nutritional advan- 
tages few foods can exceed. It contains more pro- 
tein and more thiamine than other whole grain 
cereals. In addition, it contributes other B vita- 
mins and is outstanding for its iron corftent. 


» A steaming bowl of oatmeal is a dish welcomed 
~ by children. It reflects a warm, secure home atmos- 
phere. It means a pleasant, satisfying meal with 
which to start the day’s work and play. 


*Martin, E. A.: Roberts’ Nutrition Work with Children, Chicago, 
The University of Chicago Press, 1954, pp. 141-146. 
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anginaphobia: must anger cause angina? 


Fear of anginal attack may cause a patient to simmer in 
repressed hostility — potentially as harmful as blowing off steam. 


Remove the fear factor by lowering the anginal attack rate. Peritrate, 
a long-acting coronary vasodilator, reduces the frequency and severity 
of attacks, lessens nitroglycerin dependence, increases exercise tolerance. 


For the unduly apprehensive patient (especially early in treatment), 
Peritrate with Phenobarbital relieves tension without daytime drowsiness. 


Usual dosage: 20 mg. of Peritrate before meals and at bedtime. 
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Noteworthy NEW 


Published by 
F, A. DAVIS CO. 


BOOKS 


New— By Two Authorities 


PRACTICAL ALLERGY 


By Drs. Harris & Shure 


More allergy therapy is being used today. More knowledge 
is bringing new help on many obstinate and puzzling cases. 
This new book by two leading workers is a simplified. 
ready-to-use counsellor on Practical Allergy. You will have 
clear-cut guidance on how to approach each patient, allergy 
skin tests, modern allergy extracts, pollen and non-pollen 
causes, foods and food sensitivity, asthma and _ rhinitis, 
dermatological allergy, drugs, bacteria, insects, specific al- 
lergic desensitization and all forms of non-specific therapy. 
The large section devoted to Materia Medica provides an 
extraordinary reference guide on all drugs used. 

(485 pages, many valuable charts and illustrations. $7.50) 


New (6th) Edition 


MEDICAL EMERGENCIES 


By Dr. Francis D. Murphy 


The New (6th) Edition is up-to-date in all chapters, with 
new help on the emergencies. Especially important is the 
new material on blood diseases, metabolic disorders, the 
liver, abdominal emergencies, the nervous system, acute 
bacterial infections, and antibiotics. Diagnostic problems 
are sharply covered in Dr. Murphy’s pointed, life-like notes 
and pictures that expedite immediate decisions on what is 
the condition. Treatment is fully detailed in definite terms 
that quickly present the specific therapeutic measures that 
have proved most effective in the medical emergencies. 
Instant “on the spot” help! (650 pages, illustrated, $8.00) 


New Aids on LABORATORY Diagnosis 


CLINICAL INTERPRETATION 
of LABORATORY TESTS 


By Dr. Raymond H. Goodale 


New (4th) Edition—Just Ready! There are valuable new 
tables of normal values of hematology, blood chemistry and 
cerebrospinal fluid. Other important new sections cover 
g globuli ; eryoglobulin, iron binding capacity 
of plasma, transaminase, cholinesterase, prostatic acid phos- 
phatase, C-reactive protein, prothrombin consumption, pro- 
thrombin generation, and cat scratch disease. This meaty 
book is the “ready answer” guide on how to UTILIZE labo- 
ratory data in the diagnosis of disease. (782 pages, 105 il- 
lustrations, 6 color plates $8.75) 


. 


New Loose-Leaf Edition—Stroud 


CARDIOVASCULAR DISEASE 


By 60 Celebrated Authorities 


An entirely new edition of this renowned work on heart 
disease. A salient new feature is the serviceable Loose-Leaf 
form in which this great work is now presented. Your two 
volumes will be kept up-to-date, and move ahead with im- 
portant new developments. 60 world leaders supply their 
priceless contributions to achieve this magnificent work on 
the heart. It is acclaimed everywhere as the foremost post- 
graduate course in diseases of the heart and blood vessels. 
(2 volumes, 1800 large (7144x10) pages, 900 illustrations, 
beautifully boxed. $35.00) 


Printed AGAIN! 
CHEST X-RAY DIAGNOSIS 


By Dr. George Simon 


This is the widely praised book in which Dr. 
Simon arranges his valuable collection of ma- 
terial under headings descriptive of the x-ray 
shadows rather than disease labels. A sharper 


JO-3 


A. DAVIS COMPANY, 1914 Cherry St., Phila. 3, Pa. 


Send on approval: 


C) Harris & Shure’s PRACTICAL ALLERGY, $1.50 

(C) Goedale’s INTERPRETATION OF LABORATORY TESTS, $8.75 
() Murphy’s MEDICAL EMERGENCIES, $8.00 

C) Stroud’s CARDIOVASCULAR DISEASE (2 Vols.), $35.00 

( Simon’s CHEST X-RAY DIAGNOSIS, $8.50 


diagnostic guide. (193 pages, 844"x11l", 162 
illustrations. $8.50) 

= F. A. DAVIS CO., Philadelphia 
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Look out for the “little” strokes resulting from 
abnormal capillary fragility. Many cerebral 
accidents may be avoided if adequate amounts 
of capillary-protective factors — hesperidin 
complex and ascorbic acid — are provided.’ 


Double vision coupled with complaints of 
transitory dizziness, paresthesia, or ataxia points 
to the possibility of a “little” stroke. 

Other indications may include physical weakness, 
mental confusion. Such symptoms usually 

pass quickly but are likely to recur.”* 


Early recognition can gain vital therapeutic time. 

Hesper-C provides hesperidin complex and 

vitamin C as synergistic support for capillary 

resistance and repair.* N E W 

1. Gale, E. T., and Thewlis, M. W.: Geriatrics 8:80, 1953. 

2. Alvarez, W. C.: Geriatrics 10:555, 1955. 3. Conference HESPER-C 
on Cerebral Vascular Disease, American Heart Association, 


Princeton, N. J., January, 1957. 4. Martin, G. J. (Ed.): B \TABS 


Hesperidin and Ascorbic Acid, New York, S. Karger, 1955. 
200 még. 


Hesper- 


200 meg. 
ascorbic acid 
Available: As capsules — and NEW Hesper-C Liquid for your geriatric patients. 


Provides: 100 mg. hesperidin complex plus 100 mg. ascorbic acid per capsule or tea- 
spoonful (5 ml.) of syrup. 

BR 6 capsules or teaspoonfuls daily, or more. No toxicity or untoward effects have ever 
been reported even with massive dosage. 


Sana THE NATIONAL DRUG COMPANY 
Research Philadelphia 44, Pa. eee 
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OBESITY 


can be ser 


Se 


inators of ‘Strasiohic’ (sustained ionic) Release 


BIPHETAMIN 


TRASIONIC RELEASE PROG 


Single Capsule Daily Dose 
‘Strasionic’ release is sustained ionic | 


vithout fatiguing surges of stimulation = = 

rate in both stomach and intestines, eliminating 

Snaro rises ana aeciir es in blood level 

equal parts of amphetamine ar xtro amphetamine | 
n the form of a resin complex. Three s rengths— 


...when can I take 


my baby off formula? 


Most doctors feel it is wisest to con- 


tinue the infant’s evaporated milk 
formula for six months, adjusting 
it from time to time to meet his 
changing needs. Evaporated milk 
processing makes it easier to digest 


than fresh milk. This is an impor- 


tant point, since digestive upsets 


and diarrheas are both more diffi- 


cult to treat and potentially more 
serious during infancy. 


During baby’s important first six 
months, you can count on the 


known digestibility of his individ- 
ual evaporated milk formula to give 
him basic growth protection. It is 
far wiser to give baby this protec- 
tion than to try to turn him into 
an adult too early! 


(arnation 


“FROM CONTENTED COWS” 


Optimum prescription- 
quality in today’s trend to 
the individualized formula. 
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f 
sal 
; 
MILK, 
78 


POSTOPERATIVE RETENTION 
OF FLATUS AND FECES 


prevent it... relieve it ¢ 


(PANTOTHENYL ALCOHOL, WARREN-TEED) 


* Coenzyme A is essential to formation of acetylcholine, the substance re- 
quired for normal peristalsis. And, pantothenic acid is a principal component of 
coenzyme A. Surgical stress appears to increase the physiologic requirement for 
pantothenic acid .. . Fortify your patient with ILOPAN to provide an ample supply 
of this important component of coenzyme A in order that adequate acetylation of 
choline may be assured. 


Cholinergic agents are frequently unreliable. For satisfactory gastro- 
intestinal function acetylcholine must be formed physiologically. 


ILOPAN (Pantothenyl Alcohol, Warren-Teed) is safe and well tolerated 
when given intramuscularly—permitting routine administration by the nursing staff 
—affording a physiologic action. Its high solubility permits effective dosage in con- 
centrated form. Numerous clinical reports support the postoperative parenteral use 
of pantothenyl alcohol. Literature available upon request. 


Reference—Pantothenyl Alcohol In A Dynamic 
Ileus, J.A.O.A., Vol. 57:208, Nov. 1957. 


How Supplied: 2 cc. (500 mg.) ampuls and 
10 cc. (250 mg. per cc.) vials 


THE WARREN-TEED PRODUCTS COMPANY 
COLUMBUS 8, OHIO 


Dallas Chattanooga Los Angeles Portland 
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INTENSIFIED BROAD-SPECTRUM ANTIBIOTIC CONTROL 


Tetracycline Phosphate Complex U. 8. Pat. 2,791,609 


often the difference between rapid and delayed response 


blood levels practically double those of tetracycline hydrochloride within 1-3 hours 
maintains higher blood levels than tetracycline hydrochloride up to 24 hours, a 
single, highly efficient antibiotic permitting simple, flexible dosage/ equally effec- 


tive on conventent b.t.d. schedule, as on a q.i.d. schedule practically sodium-free— 


pure compound —not a mixture. Supplied: TETREX Capsules containing the equivalent of 250 

: mg. tetracycline HCI activity; bottles of 16 and 100. New TETREX 
Pediatric Capsules containing the equivalent of 100 mg. tetra- 
cycline HCI activity; bottles of 25 and 100. 


Journat A.O.A. 
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To the point 
of infection 
as in acute 
respiratory diseases 


letrex 


Tetracycline Phosphate Complex 250-100 mg. CAPSULES 


LABORATORIES INC 
SYRACUSE, NEW YORK 


*DUANAT’ REPRODUCTION. PAT. PENDING 
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WITH BRISTAMIN® 


Bristol © 


| 
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INTENSIFIED TETRACYCLINE CONTROL 


Integrated with ANALGESIA CONTROL / ANTIHISTAMINE CONTROL 


new for respiratory infections 


WITH BRISTAMIN® 


« The only anti-infective preparation providing “all-factor” control through the 
(1) faster, higher blood levels and broad-range activity of TETREX (2) analgesic- 
antipyretic action of apc (3) notably potent antihistamine effects of BRISTAMIN, virtually 
free of somnolence. * Specific therapy for bacterial infections caused by tetracycline- 
sensitive organisms. /deal adjunctive therapy in common upper respiratory tract infec- 
tions for control of secondary bacterial invasion. = Convenient, economical. 


Each capsule contains: TETREX (tetracycline phosphate complex) . . . 125 mg. 
(tetracycline HCI activity) 

Bristamin (Phenyltoloxamine Citrate) . . . . 25 mg. 


Usual dose: One or two capsules q.i.d. 
Supplied: Bottles of 24 and 100. 
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respiratory congestion orally 


An orally administered decongestant has much better 
distribution to the mucous membranes of the respiratory 
tract than nasal sprays, drops and inhalants. “This affords 
opportunity for shrinkage in areas that could not be 
approached by sprays, drops or actual topical applications.” 


MORRISON, L. F.: ARCH. OTOLARYNG. 59:48-53 (JAN.) 1964. 


The |TiAMINIC form and formulation, described in detail on the 
following pages, have proved remarkably effective as an oral decongestant. 


Journat A.O.A. 
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congestion orally 


In the common cold, nasal allergies, sinusitis, and Each double-dose “‘timed-release’’ 


postnasal drip, one timed-release Triaminic tablet 
brings welcome relief of symptoms in minutes. tablet keeps nasal passages clear 


Running noses stop running, clogged noses open— _— for G to 8 hours—provides “‘around- 
and stay open for 6 to 8 hours. The patient can 
breathe again. the-clock’’ freedom from congestion 


With topical decongestants, “unfortunately, the on just three tablets a day 
period of decongestion is often followed by a phase 
of secondary reaction during which the congestion cies 
may be equal to, if not greater than, the original ar ti 
condition... .”* The patient then must reapply the 3 to 4 hours of relief 
medication and the vicious cycle is repeated result- 
ing in local overtreatment, pathological changes in 
nasal mucosa, and frequently “nose drop addiction.” 
Triaminic does not cause secondary congestion, 
eliminates local overtreatment and consequent 


nasal pathology. 
*Morrison, L. F.: Arch. Otolaryng. 59:48-53 (Jan.) 1954. 


Each double-dose “timed-release” tablet contains: 


then_tne inner core 


Phenylpropanolamine for effective 
hydrochloride .....50mg. } decongestant action 
two antihistamines 
Pyrilamine maleate. .25 mg. to combat allergic 
Pheniramine maleate.25 mg. en 
Dosage: 1 tablet in the morning, afternoon, and in the Also available: Triaminic Syrup, for children and those 
evening if needed. adults who prefer a liquid medication. 


and open stuffed noses orally 


running noses 


SMITH-DORSEY ° a division of The Wander Company « Lincoln, Nebraska « Peterborough, Canada 
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respiratory congestion orally 


plus control cough spasm 


Triaminicol is more than a cough syrup. First, because 
it contains Triaminic, it decongests nasal passages, 
and exerts its action on all mucous membranes of the 
> expectorant respiratory tract—working at the source of cough. 
Then, Triaminicol provides Dormethan, non-narcotic 
antitussive that acts directly on the cough reflex. 


b anti-allergic Fully as effective as codeine, Dormethan is less likely 

to produce drowsiness or nausea. Its classic expecto- 
rant component, ammonium chloride, is well known for 
its ability to liquefy mucus and aid in the expulsion of 
exudates from the lungs and trachea. 


> decongestant 


Each 5 ml. teaspoonful provides: 

(Phenylpropanolamine hydrochloride 12.5 mg., 

Pyrilamine maleate 6.25 mg., 

Pheniramine maleate 6.25 mg.) 
90 mg. 
in a delicious, fruit-flavored, non-alcoholic vehicle. 
*brand of dextromethorphan hydrobromide 
Dosage: Adults—2 teaspoonfuls 3 or 4 times daily. 
Children 6 to 12 years—1 teaspoonful 3 or 4 times daily. 
Under 6 years—dosage in proportion. 


Non-narcotic antitussive 


SMITH-DORSEY « a division of The Wander Company « Lincoln, Nebraska e Peterborough, Canada 
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Tussaminic is non-narcotic—the patient Tussaminic ‘‘timed-release’’ tablets 
simply swallows one timed-release “double- 

dose” tablet before breakfast to work Provide prolonged cough relief. Each 
cough-free all day. Another tablet before tablet contains two full d of long- 


dinner lets him relax cough-free all evening. 
A final tablet at bedtime lets him sleep lasting antitussive, expectorant, anti- 


cough-free all night. Thus, cough relief is 7 

measured in hours, not minutes. allergic and decongestant components. 
Tussaminic is not only valuable for the 

patient with a coughing cold, but also for . 

the habitual morning hacker. And due to its an ae — 

Triaminic component, associated bronchial 3 to 4 hours of relief 

and nasal congestion frequently clears. 


Each “double-dose” tablet contains: 

(Phenylpropanolamine hydrochloride 

50 mg., Pheniramine maleate 25 mg., 

Pyrilamine maleate 25 mg.) 
*brand of dextromethorphan hydrobromide 
Dosage: 1 Tussaminic tablet before break- 
fast, dinner and at bedtime. 


300 mg. then —-the inner core 
disintegrates to give 3 to 4 
more hours of relief 


 Non-narcotic antitussive decongestant 


SMITH-DORSEY « a division of The Wander Company « Lincoln, Nebraska « Peterborough, Canada 
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Congestion and associated discomforts of the com- 
mon cold can now be treated orally with a single 
preparation — Triaminicin. Containing effective 
amounts of Triaminic for rapid clearing of the 
bronchial and nasal passages, Triaminicin also pro- 
vides aspirin, phenacetin and caffeine to control 
headaches and fever. Triaminicin Tablets are 
buffered. 

In addition, Triaminicin contains vitamin C to 
help raise resistance!.2.3 to respiratory conditions. 


1. Macleod, G., and Sherman, H. C., in Handbook of Nutrition, ed. 2, 
New York, The Blakiston Company, 1951, p. 254. 2. Brody, H. D.: J. Am. 
Dietet. A. 29:588, 1953. 3. Franz, W. L., and Heyl, H. L.:.J.A.M.A. 162: 
1224, 1956. 


Each buffered Triaminicin 
Tablet contains: 
TRIAMINIC® 
(Phenylpropanolamine 
hydrochloride 25 mg., 
Pyrilamine maleate 12.5 mg., 
Pheniramine maleate 12.5 mg.) 
Aspirin 225 mg. 
Phenacetin ...(2% gr.)..... 150 mg. 
Caffeine (1% gr.) 30 mg. 


Aluminum hydroxide 
(dried gel) 
Dosage: 1 tablet every 3 or 4 hours. 


SMITH-DORSEY « a division of The Wander Company « Lincoln, Nebraska « Peterborough, Canada 
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With one unique preparation, you can now provide dramatic 
relief from respiratory congestion, and at the same time pro- 
tect the patient from secondary bacterial infection. Through 
the action of Triaminic, its oral decongestant component, 
nasal patency is often effected within minutes of the first 
dose ; breathing is easy again. 


When bacterial invasion threatens, Trisulfaminic offers the 
wide-spectrum protection of triple sulfas. It is particularly 
valuable for the “almost well’ patient recovering froni en- 
demic or epidemic infleunza, and the patient prone to “linger- 
ing” or recurrent colds. And in purulent rhinitis, sinusitis 
and tonsillitis, Trisulfaminic offers a more realistic approach 
to the total treatment of the patient. 


Each tablet or 5 ml. tsp. contains: 

Triaminic ..... . 26mg. 
(Phenylpropanolamine 
hydrochloride 12.5 mg., 
Pyrilamine maleate 6.25 mg., 
Pheniramine maleate 6.25 mg.) 

Trisulfapyrimidines U.s.P....,0.5 Gm. 


Dosage: Adults—2 to 4 tablets* 
initially, followed by 2 tablets 
every 4 to 6 hours until the patient 
has been afebrile for 3 days. 
Children—8 to 12 years— 2 tab- 
lets initially followed by 1 tablet 
every 6 hours. Younger children 
in proportion. 

*Each 5 ml. tsp. of Suspension 

equals 1 tablet. 


tablets and 
suspension 


TRIAMINIC® WITH TRIPLE SULFAS 


SMITH-DORSEY « a division of The Wander Company « Lincoln, Nebraska ¢ Peterborough, Canada 
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> me—bi—crenen, | tolerated by the average patient, even in high 


: 


NH CHCH,CH, CH, NIC,H,), 


Remarkably ~ 


n RHE 


DOSE: Initial — 400 to 600 mg. (2 or 3 tablets) Plaquenil sulfate daily. Write for Booklet 


Maintenance — 200 to 


suppueD: Tablets of 200 mg., bottles of 100. 


1. Scherbel, A.L., Schuchter, 8.L., and Harrison, J.W.: Cleveland Clin. _—_ 24:98, Apr., 1957. 
Editorial: Bull A. Mil. The 5:25, Nov., 1966 Atabrine of chloroquine), 
tradema: 


tologists, 
3. Cornbleet, Theodore: Arch. Dermat. 18: 572, June, 1966. 


SIDE EFFECTS MARKEDLY REDUCED 


“It has a high degree of clinical 
safety... It is considered 

to be the preferred antimalarial 
drug for treatment of disorders 

of connective tissue, because 

of the low incidence of gastrointestinal 

distress as compared to that 

with chloroquine phosphate.’” 


“. .. Plaquenil is decidedly less toxic and better 


dosage, than is chloroquine.’” 


the least toxic of its class... .’” 


® 


a Ul a i SULFATE 


UMATOID ARTHRITIS 


400 mg. (1 or 2 tablets) daily. 


ine), 
rks reg. U.S. Pat. Off. 
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MEASURED-DOSE NASAL AEROSOL NEBULIZATION 


Riker LOS ANGELES 


Vor. 57, Marcu 1958 


Immediate, effective 4-pronged relief... vasoconstric- 
tive, decongestive, anti-inflammatory, antibacterial. 
Accurately measured nebular cloud makes droppers 


and squeeze bottles obsolete. 


Each cc. contains phenylephrine HCI 3.6 mg., phenylpro- 
panolamine HCl 7.0 mg., neomycin sulfate 1.5 mg. (equiv- 
alent to 1.0 mg. neomycin base), and hydrocortisone 
0.6 mg., suspended in an inert, nontoxic aerosol medium. 


MEDIHALER MEANS 
automatically measured-dose aerosol medications for 
closer management supervision over the patient. 
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CARBASED 


ACETYLCARBROMAL TABLETS 


Proved safe and effective by 6 years’ 
clinical use. 


Soothes the central nervous system. 
produces calmness without hypnosis. 


Non-toxic, non-cumulative, non-ad- 
dicting. no known contraindications. 


Does not impair mental or physica! 
function. 


® Orally effective within 30 minutes 
for sustained action up to 6 hours. 


® Economical. 


Indications: Tension, nervousness, 
anxiety and muscular spasm. 


Supplied: White round tablets 
Acetylcarbromal 5 gr. in bottles 
of 100, 1000. 


Write for samples and literature 


There’s Always A Leader 


MALLARD, inc. 


3021 WABASH, DETROIT 16, MICHIGAN 


* NEW: FELSOL TABLETS wow available 


See Your Physicians’ Desk Reference for Details 


FELSOL provides safe and 


you effective relief in asthma, bay 
ever > fever, and related bronchial 
affections. 


* FELSOL also relieves pain 
* and fever in arthritis, headaches, 
> rheumatic fever, colds, and flu. 


The fast action and long duration of FELSOL 
gives smooth and comforting relief. After a 
single therapeutic dose of antipyrine, Brodie and 
Axelrod report, “Plasma levels declined slowly, 
measurable amounts of the drug persisting 24 
hrs.” (J. Pharm. & Exper. Ther. 98:97, 1950) 


Each Each 
Ingredients Powder Tablet 
Antipyrine ...... 870 mg.. .435 mg. 


mg... 
Citrated Caffeine. .100 mg... 50 mg. 
Note: Each powder equals two 
tablets. 


Try this unique and superior product by writing 


American Felsol Co.—P.O. Box 395—Lorain, Ohio 


*At local pharmacies in boxes of 15 and 90 
powders, or bottles of 30 and 180 tablets. 


A very handy as- 
sortment of thirteen 
often used finger 
splints. All alumi- 
num, transparent 
to X-Ray. Conven- 
iently packaged. Be 
prepared for emer- 
gencies. Order now! 
$4.30 per box. 


NEW GP CATALOG! 
Our new catalog of DePuy Fracture 
Equipment for the general prac- 
titioner is now ready. It’s helpful 
and informative .... yours for 
the asking. 


SINCE 1895 — STANDARD OF QUALITY 


DePuy Manufacturing Company, Inc. 


WARSAW, INDIANA 
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anew skeletal muscle relaxant 
for long-lasting relief 
with practical dosage 


Chlorzoxazonet 


ParAFLEX Chlorzoxazone is 5-chlorobenzoxazolinone, a completely new skeletal muscle 
relaxant. Acting on the spinal cord, PARAFLEx selectively depresses the multisynaptic 
| reflex arcs which maintain painful muscle spasm. In the treatment of arthritic, rheu- 
| matic or traumatic disorders in which spasm is present, PARAFLEX provides the physi- 
cian with an unmatched combination of specific, practical and clinically important 
advantages. 


effe ective actlOn Clinicians report: PARAFLEX was found to be a most effective 
muscle relaxing drug.' Improvement was noted in advanced osteoarthritis involving 
the spine as measured by decrease in muscle spasm and lessening of pain.? Symptoms 
were at least partially alleviated in all patients treated.’ Therapy with PARAFLEX pro- 
vided gratifying relief —no side eflects were noted.‘ 


long -last ing rel lef An investigator reports on 148 cases: In most patients, the 
beneficial effects of PARAFLEX persisted for approximately six hours.' 


practica dosage Dosage of PARAFLEX is usually only one or two tablets, three 
or four times a day. In experimental studies, PARAFLEX was from one and one-half to 
three times as potent as other commonly used muscle relaxants. 


side eff ects rare Ina comprehensive study, not one of 148 patients treated with 
PaRAFLEX had to discontinue therapy because of side effects.' To date no side reactions 
have been encountered.’ Side effects are uncommon and seldom severe enough to 
require discontinuation of the drug.° 
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Clinical results with PARAFLEX 


investigator Disorder Number of Number of Comment 
‘Patients Treated Patients Benefited oe 
Wiesel? advanced osteoarthritis 12 10 _ less muscle spasm and pain 
Holley* wry neck, cervical spondylitis, 10 4 10 » improvement, ranging from some 
‘ and disc syndrome amelioration of symptoms to 


profound relief 


Settel* _ acute low back pain, acute — 15 : 14 _ response excellent in nine, g 


traumatic myofascitis, or five 
osteoarthritis 
Passarelli® degenerative and rheumatoid 9 improvement, with less stiffness 
arthritis and freer motion 
& 
Passarelli® varied arthritic, rheumatic, and 6 6 less stiffness, less pain 


traumatic disorders 


Totals: | 49 = 


dosage PARAFLEX is administered orally in the form of 250 mg. scored tablets. Relief may frequently 
be obtained on a dosage of one tablet (250 mg.) three or four times a day. Initial dosage for severe 
muscle spasm should be two tablets (500 mg.) three or four times a day. If adequate response is not 


obtained with this dose, it may be increased to three tablets (750 mg.) three or four times a day. As — 


improvement occurs, dosage can usually be reduced. 


Brochure available on request. 
supplied Tablets, scored, orange, bottles of 50. Each tablet contains PARAFLEX, 250 mg. 


references 1) Smith, R. T., to be published. 2) Wiesel, L. L., Personal communication, 3) Holley, 
H. L., Personal communication. 4) Settel, E., Personal communication. 5) Peak, W. P, and Smith, 
R. T,, to be published. 6) Passarelli, E. W., Personal communication, 


*Trade-mark 
7U.S. Patent Pending 


zoraroriss, INC. PHILADELPHIA 32, PA. 
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AZOTREX is the only 
urinary anti-infective 
agent combining: 
(1) the broad-spectrum a 
antibiotic efficiency of * 
TETREX—the original 

tetracycline phosphate 

Sy complex which pro- 
sy vides faster and higher 
blood levels; 
(2) the chemothera- 
peutic effectiveness of ; 
sulfamethizole —out- 
standing for solubility, 
absorption and safety; : 


(3) the pain-relieving 
action of phenylazo- 
diamino- pyridine HCl 
—long recognized as a 
urinary analgesic. 


4 
a 
: 
through comprehensi 
_/ LABORATORIES INC., SYRACUSE, NEW YOR: 


This unique formulation 
assures faster and more 
certain control of urinary 
tract infections, by provid- 
ing comprehensive effec- 
tiveness against whatever 
sensitive organisms may 
be involved. Indicated in 

the treatment of cystitis, 
urethritis, pyelitis, pyelo- 
nephritis, ureteritis and 
prostatitis due to bacterial 
infection. Also before and 
after genitourinary surgery 
and instrumentation, and 
for prophylaxis. 


In each AZOTREX Capsule: 

TETREX (tetracycline phos- 
phate complex)....125 mg. 

Sulfamethizole ..........250 mg. 


Phenylazo-diamino- 
pyridine HC) ..........50 mg. 


Min. adult dose: 1 cap. q.i.d. 


action | 


“You are old, Father William,’ the young man said, 
‘And your hair has become very white; 
And yet you incessantly stand on your head— 
Do you think at your age, it is right?’ ” 


ALICE’S ADVENTURES IN WONDERLAND ® prawina: JOHN TENNIEL, COURTESY GROSSET & DUNLAP 


VASTRAN is the easy way 


to dilate constricted intracranial vessels and increase circulation in older patients. 


WASTRAN helps relieve fatigue by 
increasing intracranial circulation and im- 
proving cerebral nutrition, brings a com- 
fortable sense of warmth and well-being. 
vasTRAN relieves elderly patients’ cold hands 
and feet through warming peripheral vaso- 
dilating action of nicotinic acid. 


WASTRAN also contains essential 
B-complex coenzyme factors and ascorbic 
acid to enhance cellular metabolism. 


WASTRAN is versatile: Indicated in 
osteoarthritis, bursitis, myositis, fasciitis, 
tendinitis, peripheral neuritis, low back dis- 
orders and common strains. VASTRAN is also 
beneficial in intermittent claudication, Ray- 
naud’s disease, Buerger’s disease, thrombo- 
angiitis, chilblains and cold hands and feet. 


Each vAstrAN® tablet contains: nicotinic 
acid, 50 mg.; ascorbic acid, 100-mg.; ribo- 
flavin, 5 mg.; thiamine mononitrate, 10 mg.; 
pyridoxine hydrochloride, 1 mg.; cobalamin 
(vitamin By activity), 2 meg.; calcium pan- 
tothenate, 5 mg. 


Add Vastran to the 
over-all treatment of your 
aging patients. 


Dosage: vasTRAN 1 tablet q.i.d. before meals. 


WASTRAN AMP — more than in- 
jectable vastran: In acute or severe con- 
ditions, start therapy with injectable 
VASTRAN AMP solution, Rapid vasodilation 
is complemented by adenosine-5-monophos- 
phoric acid, as an aid in restoration of normal 
muscle function through increasing energy 
stores at the biochemical level. vasTRAN 
AMP contains in each cc.: nicotinic acid (as 
sodium salt), 20 mg.; adenosine-5-mono- 
phosphoric acid (as sodium salt), 25 mg.; and 
vitamin 75 meg. 


Note: vasTrRaN tablets, for peripheral circu- 
lation impairment, are not to be confused 
with VASTRAN FORTE capsules, for hyper- 
cholesteremia. 


References and literature on request: 


*For your complimentary first edition port- 
folio of 8 full-color “Alice” prints from the 
famous Tenniel plates, 8%” x 11”, suitable 
for framing (value $7.50), write to: 


WAM POLE 
LABORATORIES 
Proof Dept. 

35 Commerce Road, Stamford, Conn. 
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NOW—in arthritis and allied disorders a new form 


BUTAZOLIDIN 


Provides the potent anti-inflammatory, analgesic and antipyretic action of BUTAZOLIDIN plus an 
added antacid-antispasmodic effect for the benefit of patients with gastric sensitivity. 


nonhormonal - anti-inflammatory + anti-arthritic 


BUTAZOLIDIN being a potent therapeutic agent, physicians unfamiliar with its use are urged to send for detailed literature 
before instituting therapy. 


BUTAZOLIDIN® Alka: Capsules containing Butazolidin (phenylbutazone GEIGY) 100 mg.; aluminum hydroxide 100 mg.; magne- 
sium trisilicate 150 mg.; homatropine methylbromide 1.25 mg. 


BUTAZOLIDIN® (phenylbutazone GEIGY): Red coated tablets of 100 mg. 


. 
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not an amphetamine, but an oxazine 


specifically for weight reduction 


PRELUDIN 
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Nursing personnel welcome the ease 
and convenience of the American- 
Gray Diverter Valve. Cost-conscious 
administrators like its simple, low- 
cost installation, minimum mainte- 
nance and time saving features. The 
Amsco-Gray Diverter Valve elimi- 
nates awkward hoses where leaks are 
both dangerous and annoying. Ac- 
ceptable under the most rigid plumb- 
ing codes, thousands of these im- 
proved American-Gray Diverter 
Valves are saving hours and dollars 
in hospitals and nursing homes 
throughout the world. 


EASY, ECONOMICAL TO INSTALL 

Existing flush valve raised to permit short exten- 
sions on either new or existing installations, (left). 
American-Gray Diverter Valve, placed between 
flush valve vacuum and toilet . . . easy, economical 
installation, (right). Top, back and side inlets can 
be accommodated with complete piping between 
vacuum breaker and toilet. 


STE R | L| 7 E R Offices in 14 Principal Cities 


ERIE*sPENNSYLVANIA 
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when anxiety and tension “erupts” in the G. I. tract... 


ILEITIS 


Meprobamate with PATHILON® Lederle 


Combines Meprobamate (400 mg.) the most widely prescribed tranquilizer . . . helps control 
the “emotional overlay” of ileitis — without fear of barbiturate loginess, hangover or 
habituation . . . w7//: PATHILON (25 mg.) the anticholinergic noted for its extremely low toxicity 
and high effectiveness in the treatment of many G.I. disorders. 

Dosage: | tablet t.i.d. at mealtime. 2 tablets at bedtime. Supplied: Bottles of 100, 1,000. 


| Trademark ®r d Trad for Tridih hyl lodide Lederle 
} LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, NEW YORK 


MODERNIZE yous 


, PAINFUL JOINTS 


AND MUSCLES 


ANINONN 


Sprains 
Lumbagc 
 @ Myositis 
Arthralgia 


Designed to make your work faster « easier « Pain, inflammation, swelling and congestion are quickly 
more pleasant relieved by local application of Arthralgen. 


Your Aloe representative will provide graphic, AIR IR? AIG 


specific assistance in the planning of your new office 


or modernization of existing facilities. Write today (Arthenigesic Uaguent) 
for our colorful new brochure describing STEELINE Contains: a - 
practice-tested equipment. No cost or obligation, Methacholine Chioride—tor vasodilatation of 
arterioles and capillaries 

of course. Dept. 116. Methyl Salicylate—for analgesia 

14 fully-stocked Thymol and Menthol—for penetrating warmth 
a.s. aloe company divisions... 1 oz. tubes and 8 oz. jars. Samples on request. 
1631 OUVE STREET © ST. LOUIS 3, MO. | const fo cond 919 North Michigan Avenue, 


WHITTIER LABORATORIES 


Chicago 11, Illinois 
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Simplified Oral Treatment 
of Menstrual Irregularities 


anhydrohydroxyprogesterone 10.00 mg. per 
primed by ethinylestradiol 0.01 mg. 


' Dysfunctional uterine bleeding 


Secondary amenorrhea 


Given by mouth for five days, DUOSTERONE® 
tablets simulate the hormonal requirement of 
the secretory phase of the menstrual cycle. 
Normal menstrual function thus may be safely 
and conveniently restored with twin-hormone 
action of DUOSTERONE: oral progesterone 
primed with ethinyl estradiol. Normal menses 
may be set off by DUOSTERONE, much as 
touching the pendulum starts a wound clock. 
According to the concept of Holmstrom!, 
DUOSTERONE therapy may initiate an endocrine 
chain-reaction resulting in spontaneous 
ovulatory cycles. 


Other indications: Habitual or threatened 
abortion and functional sterility have also 
responded to DUOSTERONE therapy. 


Supplied: DUOSTERONE tablets in bottles of 25 
and 100, on prescription only. 


1. Amer. J. Obst. & Gynec., 68:1321, 1954, 


Write for: 


Medication Time Calendar 
and clinical supplies 
of DUOSTERONE 


—( Roussel )—— RoussEL CORPORATION « 155 East 44th St., New York 17, N.Y. 
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TASTE LIKE CHOCOLAT 


MAKE TAKING VITAMINS— 
TREAT 


WHITE LABORATORIES, "Kenilworth, N. J. 
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DELECTAVITES 
Each delicious foil wrapped- nugget contains: 


ONE-A-DAY i 5,000 U.S.P. Units 


1,000 U.S.P. Units 
“vita-mineral” s in inc... 

delectable, chocolate-like, 

foil wrapped nuggets— Vitamin Bs 

to satisfy a natural desire 

and to fill a physiologic need 


vos: ONE DELECTAVITE NUGGET DAILY - svrpty: Box of 30 (one month's supply) + Box of 90 (three months’ supply) 
ONLY DELECTAVITES CAN BE CHEWED WITHOUT EVEN A TRACE OF VITAMIN FLAVOR! 
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for children of all 9g N ae 
G "EG 
wt 
~ES 
A comple | 
lodine O.2mg. 
Magnesium .............. 3.0 mg. 
Manganese .............. 1.0 mg. 
Molybdenum ............ 1.0 mg. 


The American Doctor—scientist and guardian of 
our nation’s health. With skill, understanding 
and selflessness, he devotes his life to our physi- 
cal and mental needs. 


Mutual Benefit Life’s job: 


TRUE 
SECURITY 


FOR YOU AND 
YOUR FAMILY 


As a member of the medical or dental 
profession your job is not only to care 
for the needs of your patients today, 
but also to protect their future. 

Similarly, Mutual Benefit Life does 
much more than answer your present 
problems. Mutual Benefit Life offers 
TRUE SECURITY to you and your 
family through a unique insurance plan 
designed to take advantage of your life. 
time earning curve which differs so 
greatly from that of men in other pro- 
fessions. 

This program can apply to your in- 
surance needs in many ways. For in- 
stance, if you are a young man just 
starting your professional life, you may 
set up an economical, easily liquidated 
estate. Or, as a married man, you want 
solid protection for your wife and grow- 
ing children—even to paying their col- 
lege tuition. After the children are “on 
their own,” you will want your insur- 
ance plan to provide for your retirement. 

No matter what your age or income, 
Mutual Benefit Life now offers you 
TRUE SECURITY with one inclusive 
insurance plan designed to give you and 
your family the fullest, finest, most eco- 
nomical protection in the insurance field. 

TRUE SECURITY is now offered 
with the most liberalized coverage and 
lowest cost in Mutual Benefit Life’s 113. 
year history. 

Ask your Mutual Benefit Life man to- 
day about TRUE SECURITY. 


MUTUAL 
BENEFIT 
LIFE 


The Insurance Company 
for TRUE SECURITY 


THE MUTUAL BENEFIT LIFE INSURANCE COMPANY. NEWARK, NEW JERSEY 
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in iron deficiency anemia 


the direct approach 


... specific therapy 


Fer-In-Sol 


iron in a drop for infants and children 


“When iron is indicated give 
only iron. The therapeutic re- 
sponse will be infinitely better, 
the medication will be taken 
with greater facility, and the 
cost of treatment will be far 
less.”’* 

In infants and children the 
most common anemia is that 
due to iron deficiency; peak 
incidence is seen in ages from 
6 to 24 months.* 

Specify Fer-In-Sol—well toler- 
ated, efficiently utilized ferrous 
sulfate in an acidulous vehicle 
for better absorption. Its 
pleasant citrus flavor makes it 
readily acceptable to young 
children, and its dropper dos- 
age form makes it easy to give. 
You are cordially invited to ask your 
Mead Johnson Representative for 
the convenient Fer-In-Sol Dosage 


Card (Lit. No. 267) or write to us, 
Evansville 21, Indiana. 


*Smith, N. J., and Rosello, S.: J. Clin. 
Nutrition 1:275, (May-June) 1953. 


\ Symbol of service in medicine 


FESO? 


| Cage C4 A, 
in | a 


in acute and chronic prostatitis 
and following prostatectomy ee 


FURADANTIN’ 


brand of nitrofurantoin 


cures or improves 4 out of 5 patients 


82% of 236 cases of acute and chronic prostatitis cured or improved with FURADANTIN2 


No. patients Cured Improved Unimproved 
Acute Prostatitis 29 17 "1 4 
Chronic Prostatitis 207 | 49 17 41 
Total 236 66 128 42 


84% (142) of 170 cases of postprostatectomy infection responded favorably to FURADANTIN 
therapy.2 FURADANTIN “has been found to be highly effective in the treatment of chronic 
urinary tract infection following prostatectomy.’ 

In prostatitis and following prostatectomy, FURADANTIN offers these advantages: 

a rapid bactericidal action against a wide range of gram-positive and gram-negative bac- 
teria and organisms resistant to other agents including Proteus and certain strains of Pseu- 
domonas_ s# negligible development of bacterial resistance in 6 years of extensive use 
= excellent tolerance—nontoxic to kidneys, liver and blood-forming organs. No cases of 
monilial superinfection, crystalluria or staphylococcic enteritis ever reported sm safe for 
long-term administration 

Evidence of the antibacterial action of prostatic 
secretion from a patient receiving FURADANTIN: 

Agar plate seeded with E. coli. Prostatic secretion of 
FuRADANTIN-treated patient was dropped into steel 

cylinders, to prevent spreading of liquid. After incubation, 

zones of bacterial inhibition are clearly visible. 

AVERAGE FURADANTIN DOSAGE IN PROSTATITIS: 

Acute cases: 100 mg. q.i.d. until cured. 

Chronic cases: 100 mg. q.i.d. for 10 to 14 days; 
depending on response, dosage may then be re- 

duced to 100 or 200 mg. daily for 1 to 3 months. 
SUPPLIED: Tablets, 50 and 100 mg., bottles of 25 and 100. 
Oral Suspension, 25 mg. per 5 cc. tsp., bottle of 60 cc. 


REFERENCES: 1. Barnes, R. W., in discussion of Chinn, J., and Bischoff, A. J.: Tr. West. Sect. Am. Urol. Ass. 22:189, 
1955. 2. Published reports and personal communications to the Medical Department, Eaton Laboratories. 3. Draper, J. WwW. - 
et al.: J. Urol., Balt. 72:1211, 1954. 

Additional references on FURADANTIN in prostatitis: Trafton, H. M., et al.: New England J. Med. 252 :383, 1955. Norfleet, 
C. M., Jr., et al.: Tr. Southeast. Sect. Am. Urol. Ass., Boca Raton, Fla., 1952, p. 26. Schatten, W. E., and Persky, L.: 
Am. ; Surg. 86 :720, 1953. Abrams, M., and Prophete, B.: Missouri M. 51:280, 1954. : 


NOW, for hospitalized patients, for severe urinary tract infections 
when peroral administration of FURADANTIN is not feasible and for 
systemic infections as septicemia (bacteremia) and peritonitis: 

NEW, LIFESAVING FURADANTIN Intravenous Solution 


NITROFURANS~—a new class of antimicrobials —neither antibiotics nor sulfonamides 
EATON LABORATORIES, NORWICH, NEW YORK 
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the bactericidal action 


In addition to rapid clinical re- 
sponse, ‘Ilotycin’ provides the 
important advantages only a bac- 
tericidal antibiotic can give you. 
‘Ilotycin’ effectively eliminates 
strep. carrier states, directly kills 
pathogens to prevent the emer- 
gence of resistant strains, and of- 
fers maximum assurance against 
spread of infection. 


LILLY AND COMPANY 


INDIANAPOLIS 6, 


makes the difference 


Also consider ‘Ilotycin’ for safer 
therapy. Allergic reactions follow- 
ing systemic treatment are rare. 
Bacterial flora of the intestine is 
not significantly disturbed. 

You can achieve more complete 
antibiotic therapy with ‘[lotycin.’ 

Usual adult dosage is 250 mg. 
every six hours. 


¥'llotycin’ (Erythromycin, Lilly) 


INDIANA, 


U.S.A. 


832007 
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Conventions and 
meetings 


Announcements 


American Osteopathic Associa- 
tion, Sixty-Second Annual Conven- 
tion, Sheraton-Park and Shoreham 
Hotels, Washington, D.C., July 14- 
18. Program Chairman, Richard O. 
Brennan, 1115 W. Alabama St., 
Houston 6, Tex. 


American College of Osteopathic Intern- 
ists, annual meeting, Waldorf-Astoria 
Hotel, New York City, October 2-4. 
Program Chairman, H. Earle Beasley, 
189 Bay State Rd., Boston 15, Mass. 
Secretary, Glennard E. Lahrson, 460 
Staten Ave., Oakland 10, Calif. 


American College of Osteopathic Sur- 
geons, annual meeting, Statler Hotel, 
Boston, October 26-30. Executive Sec- 
retary, Mrs. E. F. Martin, Box 474, 
Coral Gables 34, Fla. 


American Osteopathic Academy of Or- 
thopedics, annual meeting, Statler Ho- 
tel, Boston, October 26-30. Secretary, 
J. Paul Leonard, 2673 W. Grand Blvd., 
Detroit 8, Mich. 


American Osteopathic College of Anes- 
thesiologists, annual meeting, Statler 
Hotel, Boston, October 26-30. Secre- 
tary, Crawford M. Esterline, Box 155, 
Kirksville, Mo. 


American Osteopathic College of Proc- 
tology, annual meeting, Beach Club 
Hotel, Ft. Lauderdale, Fla., April 16- 
18. Program Chairman, Ralph W. 
Deger, 1121 Xenia Ave., Dayton 10, 
Ohio. Secretary, Eugene W. Egle, 
Lackland Clinic, 2335 Brown Rd., St. 
Louis 14. 


American Osteopathic College of Radi- 
ology, annual meeting, Statler Hotel, 
Boston, October 26-30. Secretary, F. A. 
Turfler, Jr., South Bend Osteopathic 
Hospital, 2515 E. Jefferson Blvd., South 
Bend 15, Ind. 


American Osteopathic Hospital Associa- 
tion, annual meeting, Statler Hotel, 
Boston, October 26-30. Executive Sec- 
retary, Mr. R. P. Chapman, 4000 Brady 
St., Davenport, Iowa. 


Arizona, annual meeting, El Dorado Ho- 
tel, Tucson, May 4-6. Program Chair- 
man, James B. Carson, 2813 S. Sixth 
Ave., Tucson. Executive Secretary, 
Mrs. Laura McRae, 4122 N. 19th Dr., 
Phoenix. 


California, annual meeting, Senator Ho- 
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1 tablet 
all day 


Provides full 24-hour protection for 8 
out of 10 angina patients: In rigorous 
clinical trials,| METAMINE SUSTAINED 
improved 80 (78%) of 103 patients 
with angina pectoris, including a group 
refractory to other medication. 


Each METAMINE SUSTAINED tablet 
slowly releases 10 mg. of METAMINE, 
the unique, amino nitrate, to provide 
lasting, 12-hour protection from 
attacks of angina pectoris. 


One tablet q. 12 h.: to prevent angina pectoris 


Simplified dosage—just 1 tablet on 
arising, and 1 before the evening meal. 


Greater economy for your patient with 
angina pectoris. 


Supplied: METAMINE SUSTAINED, 10 mg., 
bottles of 50 sustained-release tablets. 
Also available: METAMINE, 2 mg., in 
bottles of 50 and 500, and METAMINE 
(2 mg.) with BuTABARBITAL (14 gr.), 
bottles of 50 tablets. 


1Fuller, H. L. and Kassel, L. E.: Antibiotic Medicine and Clinical Therapy, 3:322, October 1956. 


Metamine 


triethanolamine trinitrate biphosphate, LEEMING, 10 mg. 


Sustained 


Shes. Looming Gee 155 44th St., New York 17, NY. 


tel, Sacramento, May 14-18. Program 
Chairman, Richard E. Eby, 1247 N. 
Park Ave., Pomona. Executive Secre- 
tary, Mr. Thomas C. Schumacher, 4775 
Santa Monica Dr., Los Angeles 29. 


Colorado, annual meeting, Denver, May 


3. Program Chairman, A. Hollis Wolf, 
304 Carlton Bldg., Colorado Springs. 
Secretary, C. Robert Starks, 1459 Og- 
den St., Denver 18. 


Eastern Osteopathic Association, annual 


meeting, Hotel Statler, New York City, 
March 29-30. Program Chairman, 
Chester D. Losee, 212 Prospect St., 


Westfield, N.J. Secretary, Frank B. 
Tompkins, 309 Meyerhoff Bldg., Balti- 
more 1. 


Eastern States Osteopathic Society of 


Proctology, annual meeting, Hotel Du- 
Pont, Wilmington, Del., November 1-2. 
Program Chairman, Terrell E. Cobb, 
1379 Narragansett Blvd., Cranston 5, 
RI. Secretary, LeRoy W. Lovelidge, 
Jr., 201 E. Orange St., Lancaster, Pa. 


Georgia, annual meeting, Dinkler-Plaza 


Hotel, Atlanta, May 12-14. Program 
Chairman, Charles B. Wright, Tucker 
Hospital, Tucker. Executive Secretary, 
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— 
1 tablet 
: 


pH 


Bernie BepHan’ says, 


“Now my burning belly is O.K.; 
BepHan helps me on the way.” 


Each tablet contains: Bellafoline® 0.5 mg., 
Aluminum Hydroxide — Glycine 450 mg., 


Magnesium Oxide ‘60 mg. 


Dose: One BepH an Spacetab® chewed morning 


and evening. 


*T. M. Applied for 


SANDOZ 


Mr. James C. Chappell, 3900 Bobolink 
Dr., Decatur. 


Illinois, annual meeting, Palmer House, 
Chicago, April 24-26. Executive Secre- 
tary, Mr. Douglas O. Durkin, Room 
521, 53 W. Jackson Blvd., Chicago 4. 


Indiana, annual meeting, French Lick- 
Sheraton Hotel, French Lick, May 18- 
20. Program Chairman, Harold T. 
Sparks, 2317 Washington Ave., Evans- 
ville 14. Secretary, Arabelle Baker 
Wolf, 4840 N. Michigan Rd., Indian- 
apolis 8. 


Iowa, annual meeting, Hotel Savery, Des 
Moines, May 25-27. Program Chair- 
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man, George W. Sutton, 511 E. Wash- 
ington, Mount Pleasant. Secretary, Mr. 
Herman W. Walter, 200 Walnut Bldg., 
Des Moines 9. 


Louisiana, annual meeting, Lake Charles, 
October 23-25. Secretary, V. L. Whar- 
ton, Box 511, Lake Charles. 


Maine, annual meeting, Samoset Hotel, 
Rockland, June 26-28. Program Chair- 
man, Robert J. Meehan, 223 Main St., 
Rockland. Executive Secretary, Mr. 
George R. Petty, Monmouth. 


Michigan, annual meeting, Civic Audi- 
torium, Grand Rapids, October 6-8. 
Program Chairman, Emmett Binkert, 


Carson City Hospital, Carson City. 
Executive Secretary, Mr. Floyd E 
Brooker, 81 Glendale, Highland Park 3 


Minnesota, annual meeting, Hotel Nicol- 
let, Minneapolis, May 1-3. Program 
Chairman, Robert M. Plasch, 816 F 
38th St., Minneapolis 7. Secretary, E 
R. Komarek, 301 Granite Exchange 
Bidg., St. Cloud. 


New Mexico, annual meeting, Hilton Ho- 
tel, Albuquerque, April 13-16. Program 
Chairman, E. C. Bartlett, Jr., 118 Rich- 
mond Ave., N.E., Albuquerque. Secre- 
tary, Lory Baker, 400 N. Church St, 
Las Cruces. 


Northwest Osteopathic Convention, Olym- 
pic Hotel, Seattle, June 12-14. Program 
Chairman, Wilbert B. Saunders, 4730 
University Way, Seattle 5. 


Ohio, annual meeting, Neil House, Co- 
lumbus, May 4-7. Program Chairman, 
A. R. Fuller, 201 S. Park Ave., Fre- 
mont. Executive Secretary, Mr. Wil- 
liam S. Konold, 53 W. Third Ave., Co- 
lumbus 1. 


Ontario, annual meeting, Prince Edward 
Hotel, Windsor, May 1-3. Program 
Chairman, Norman W. Routledge, 15 
Ursuline Ave., Chatham. Secretary, A. 
V. DeJardine, 205 Yonge St., Toron- 
to 1. 


Oregon: See Northwest Osteopathic Con- 
vention. 


South Dakota, annual meeting, Drake 
Hotel, Watertown, June 1-2. Program 
Chairman, Lawrence L. Massa, 981 E. 
Main St., Sturgis. Secretary, Earl W. 
Hewlett, 417 W. 27th St., Sioux Falls. 


Tennessee, annual meeting, Maxwell 
House, Nashville, April 27-30. Pro- 
gram Chairman, William H. Graves, 
Central Bldg., Bristol. Secretary, J. M. 
Moore, Jr., 200 High St., Trenton. 


Vermont, annual meeting, Green Moun- 
tain Inn, Stowe, September 23-25. 
Clerk-treasurer, Marian N. Rice, 8 
Court St., Windsor. 


Virginia, annual meeting, Williamsburg 
Lodge, Williamsburg, May 22-24. Pro- 
gram Chairman, Felix D. Swope, 126 
N. Columbus St., Alexandria. Secre- 
tary, John A. Cifala, 2778 N. Washing- 
ton Blvd., Arlington. 


Washington: See Northwest Osteopathic 
Convention. 


West Virginia, annual meeting, Daniel 
Boone Hotel, Charleston, May 18-20. 
Program Chairman, Earl K. Lyons, 
Professional Bldg., Kerens Ave., EI- 
kins. Secretary, Guy E. Morris, 542 
Empire Bank Bldg., Clarksburg. 


Western States Osteopathic Society of 
Proctology, annual meeting, Texas Ho- 
tel, Ft. Worth, Texas, October 6-8. 
Program Chairman, Clarence R. Wool!- 
sey, 118 Third St., Corpus Christi, 
Texas. Secretary, Earle F. Waters, 925 
E. South Temple St., Salt Lake City 
2, Utah. 
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Wisconsin, annual meeting, Wisconsin 
Hotel, Milwaukee, April 28-30. Pro- 
gram Chairman, Donald R. Bartingale, 
403 S. Farwell St., Eau Claire. Secre- 
tary, Edwin J. Elton, 1518 N. 70th St., 
Wauwatosa 13. 


State and 
national boards 


ARIZONA 

Those interested in professional ex- 
aminatiens should contact Russell Peter- 
son, D.O., secretary, Osteopathic Board 
of Registration and Examination in Med- 
icine and Surgery, 2747 East McDowell 
Rd., Phoenix. 

Basic science examinations June 17 at 
the University of Arizona, Tucson. Ap- 
plications must be filed 2 weeks prior to 
examinations. Address Mr. Herman E. 
Bateman, secretary, Basic Science Board, 
University of Arizona, Tucson. 


COLORADO 

Professional examinations in June at 
Denver. Address Mrs. Beulah H. Hudg- 
ens, executive secretary, Board of Medi- 
cal Examiners, 715 Republic Bldg., Den- 
ver 2, 

Basic science examinations May 7-8 at 
second floor lecture room, Y.M.C.A. 
Building, E. 16th Ave. and Lincoln St., 
Denver. Applications must be filed by 
April 23. Address Esther B. Starks, 
D.O., secretary, Basic Science Board, 1459 
Ogden St., Denver 18. 


CONNECTICUT 
Basic science examinations June 14. 
Address Miss M. G. Reynolds, executive 
assistant, Board of Healing Arts, 110 
Whitney Ave., New Haven 10. 


DISTRICT OF COLUMBIA 

Professional examinations May 12-13 
at 1740 Massachusetts Ave., N.W., Wash- 
ington 6, D.C. Applications must be filed 
by April 1. Address Daniel Leo Finu- 
cane, M.D., secretary, Commission on Li- 
censure, 1740 Massachusetts Ave., N.W., 
Washington 6, D.C. 

Basic science examinations April 21-22 
at 1740 Massachusetts Ave., N.W., Wash- 
ington 6, D.C. Applications must be filed 
by April 1. Address Dr. Finucane. 


FLORIDA 
Examinations in June. Address Thom- 
as F. Sheffer, D.O., secretary, Board of 
Osteopathic Medical Examiners, Las Olas 
Hospital, 1516 E. Las Olas Blvd. Ft. 
Lauderdale. 


HAWAII 


Examination dates by Territorial Law 
are usually the first Wednesday, Thurs- 
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High- concentration topical salicylate-menthol therapy 
(BEN-GAY) offers safe, penetrating relief of painful 
joints and muscles resulting from overexertion. 


Benefits of Topical Salicylate 


in chronic rheumatic disease | 


Menthol-induced hyperemia plus high local concen- 
tration of salicylate has been recently rediscovered 
as one of the safest and most promptly effective 
remedies for rheumatoid discomfort due to exposure. 


A double-blind study has reaffirmed 
the exceptional efficacy and safety of 
conservative, local treatment of 
chronic rheumatic disorders with 
BeEN-Gay® (BAUME BENGUE), a high- 
concentration salicylate-menthol 
compound. 


The local and systemic effects of 
Ben-Gay were evaluated by entirely 
objective methods in 211 subjects of 
both sexes suffering from various 
types of chronic arthritis, bursitis, 
neuralgia, myalgia and lumbago. 
Changes in range of joint motion 
were determined by goniometer and 
by flexion. Topical application of 
BeN-Gay measurably improved artic- 
ular function in 94% when physical 
therapy was also used, and in 61% 
without adjunctive treatment. Effi- 
cient absorption of salicylate through 
the skin was indicated by an average 
urinary excretion of 15. mg. in 24 
hours. No ill effects were reported 
or observed. 


This controlled study offers new evi- 
dence of the efficacy and safety of 
local treatment of chronic rheumatic 
disease with BEeN-Gay, one of the 
safest and most reliable formulae at 
the physician’s disposal... BEN-Gay is 
available in two strengths, Regular and 
Children’s. THOS.:>LEEMING & Co., INC., 
155 East 44th St., New York 17, N.Y. 
1Brusch, C.A., etal. : Md. State Med. J. ; 5:36, 1956. 
More efficient salicylate penetra- 

tion of treated area and quicker ! 
relief of pain is now made pos- 

sible by water-washable, new | 
GREASELESS-STAINLESS BEN-GAY. | 


day, and Friday of January, April, July, 
and October. One of these dates is set 
for examination after approval of the 
candidate’s application by the Board. Ad- 
dress Frank O. Gladding, D.O., secre- 
tary, Board of Osteopathic Examiners, 
504 Kauikeolani Bldg., Honolulu 13. 


IDAHO 
Examinations June 12 at Boise. Ad- 
dress Margaret Gilbert, Director, Occu- 
pational License Bureau, Department of 
Law Enforcement, State House, Boise. 


ILLINOIS 
Examinations in April in Chicago. Ad- 
dress Mr. Frederic B. Selcke, Superin- 
tendent of Registration, Department of 


ence Examiners, Kansas City 12. 


Registration and Education, State House, 
Springfield. 


IOWA 
Basic science examinations April 8 at 
the €apitol Building, Des Moines. Ad- 
dress Elmer W. Hertel, Ph.D., secretary, 
Board of Basic Science ‘Examiners, Wart- 
burg College, Waverly. 


KANSAS 
Basic science examinations June 3-4 at 
Wahl Hall auditorium, Untversity of ~* 
Kansas Medical Center, Kansas City. Ap- 
plications must be filed 30 days prior to 
examinations. Address Mr. Robert E. 
Stowell, secretary, Board of Basic Sci- 
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a better drug 


The action of aspirin is markedly improved 
by intermixture with the antacid MAALOx.® 
This combination is available on physicians’ 


prescriptions as 


Ascriptin 


HEABACHE 


COLD 


Each tablet contains: 
ACETYLSALICYLIC ACID........ 0.30 Gm. 


(Magnesium aluminum hydroxide gel) 


Note these advantages: 
1, Within one hour, more than double the ‘oon 
of salicylate appears in the blood stream 


2. Pain relief is felt twice as fast. 
3. Gastric disturbance seldom occurs. 
4. Pain relief lasts appreciably longer. 


Prescribe AScrIPTIN-Rorer for the pains and 
discomfort of arthritis, rheumatism, colds, grippe, 
oemeioa headache, Asian Influenza, muscular aches and pains, 
etc. Your patients will be grateful. 


Offered in bottles of 100 and 500 tablets. 
Available at prescription pharmacies. 
Liberal samples promptly on request. 


Capsules ASCRIPTIN with Codeine Phosphate 15 mg. also offered. 


ETHICAL PHARMACEUTICALS SINCE 1910 
PHILADELPHIA 44, PA, 


WILLIAM H. RORER, INC. 


MAINE 
Examinations June 10-11 at Augusta. 
Address George F. Noel, D.O., secretary, 
Board of Osteopathic Examination and 
Registration, 20 Monument Square, Dov- 
er-Foxcroft. 


MARYLAND 
Examinations in June at Baltimore. 
Address Christopher L. Ginn, D.O., sec- 
retary, Board of Osteopathic Examiners, 
19 W. Mulberry St., Baltimore 1. 


MICHIGAN 
Basic science examinations in May at 
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Detroit and Ann Arbor. Address Mrs. 
Anne Baker, secretary, Board of Exam- 
iners in the Basic Sciences, 116 Mason 
Bldg., Lansing. 


MINNESOTA 
Basic science examinations April 1-2 at 
University of Minnesota, Minneapolis. 
Address Raymond N. Bieter, M.D., secre- 
tary-treasurer, Board of Examiners in the 
Basic Sciences, 105 Millard Hall, Univer- 
sity of Minnesota, Minneapolis 14. 


MISSISSIPPI 
Examinations in June. Address R. N. 


Whitfield, M.D., assistant secretary, State 
Board of Health, Jackson. 


NEBRASKA 
Basic science examinations May 6-7. 
Address Mr. Husted K. Watson, Direc- 
tor, Bureau of Examining Boards, De- 
partment of Health, State Capitol Bldg, 
Lincoln 9. 


NEVADA 
Basic science examinations April 8. Ad- 
dress Donald G. Cooney, Ph.D., secretary, 
Board of Examiners in the Basic Sci- 
ences, Box 9005, University Station, Reno, 


NEW MEXICO 
Basic science examinations April 20. 
Address Mrs. Marguerite Cantrell, secre- 
tary, Board of Examiners in the Basic 
Sciences, P.O. Box 1522, Santa Fe. 


OHIO 
Examinations in June at Columbus. 
Address H..M. Platter, M.D., secretary, 
State Medical Board, 21 W. Broad St. 
Columbus 15. 


RHODE ISLAND 

Professional examinations April 3-4 at 
Providence. Address Mr. Thomas B. 
Casey, Administrator of Professional 
Regulation, 366 State Office Bldg., Provi- 
dence. 

Basic science examinations in May at 
the State Office, Providence. Applications 
must be filed 21 days prior to examina- 
tions. Address Mr. Casey. 


SOUTH DAKOTA 
Basic science examinations in June at 
University of South Dakota, Vermillion. 
Address Gregg M. Evans, Ph.D., secre- 
tary, Basic Science Board, 310 E. 15th 
St., Yankton. 


TENNESSEE 
Basic science examinations given every 
3 months. Address O. W. Hyman, M.D., 
secretary, Board of Basic Science Ex- 
aminers, 874 Union Ave., Memphis 3. 


TEXAS 

Professional examinations June 23-25 
at the Texas Hotel, Fort Worth. Appli- 
cations must be filed 10 days prior to ex- 
aminations. Applications for licenses by 
reciprocity must be filed 30 days prior. 
Address M. H. Crabb, M.D., secretary, 
Board of Medical Examiners, 1714 Medi- 
cal Arts Bldg., Fort Worth 2. 

Basic science examinations April 18-19 
at Austin, Galveston, and Houston. Ad- 
dress Mrs. Betty Ratcliff, chief clerk, 
Board of Examiners in the Basic Sci- 
ences, 303 E. Seventh St., Austin. 


WISCONSIN 

Basic science examinations March 29 
at the University of Wisconsin Chemistry 
Building, Room 100, Madison. Applica- 
tions must be filed by March 21. Address 
Mr. W. H. Barber, secretary, Board of 
Examiners in the Basic Sciences, Ripon 
College, Ripon. 
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Reregistration 
ef osteopathic licenses 


April 1—Montana, $2 for those in ac- 
tive practice, $1 for those inactive. Ad- 
dress Asa Willard, D.O., secretary, Board 
of Osteopathic Examiners, Wilma Bldg., 
Missoula. 


April 1—Wyoming, $2.50. Address 
Franklin D. Yoder, M.D.,_ secretary, 
Board of Medical Examiners, New State 
Office Bldg., Cheyenne. 


May 1—Iowa, $1. Address Mr. Her- 
man W. Walter, assistant secretary, Board 
of Osteopathic Examiners, 200 Walnut 
Bldg., Des Moines 9. 


May 1—Washington, $2. Address Mr. 
Edward C. Dohm, secretary, Professional 
Division, Department of Licenses, Olym- 
pia. 


During June—Hawaii, $5 residents, $2 
for nonresidents. Address Frank O. 
Gladding, D.O., secretary, Board of Os- 
teopathic Examiners, 504 Kauikeolani 
Bldg., Honolulu 13. 


Before June 30—Delaware, $20. Ad- 
dress Joseph S. McDaniel, M.D., secre- 
tary, Board of Medical Examiners, 229 
S. State St., Dover. 


Examination 


by National Board 


The National Board of Examiners for 
Osteopathic Physicians and Surgeons 
conducts Parts I and II of its examina- 
tion on the first Thursday and Friday of 
each May and December at the six ap- 
proved colleges. Application blanks may 
be obtained from the secretary or the 
dean of the college, and the completed 
application blank, together with a pass- 
port photegraph and check for the parts 
to be taken must be in the secretary’s 
office by the November 1 or April 1 
preceding the examination. 

Examinations in Part I consist of anat- 
omy, including histology and embryology ; 
physiology; physiological chemistry ; gen- 
eral pathology; and bacteriology, includ- 
ing parasitology and immunology. 

Part II consists of examinations in 
surgery, including applied anatomy, sur- 
gical pathology, and surgical specialties ; 
neurology and psychiatry; public health, 
including hygiene, medical jurisprudence ; 
osteopathic principles, therapeutics, in- 
cluding pharmacology and materia medica. 

Part III is an oral and practical ‘ex- 
amination given under the supervision of 
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The ever-increasing interest in intra- 
arterial pressure emphasizes today’s 
need for a meaningful degree of ac- 
curacy in its measurement. 

The use of a true mercury-gravity in- 
strument assures you of consistent, 
dependable bloodpressure readings. 


a chief examiner who is a member of the 
Board and by a panel of associate ex- 
aminers. Subjects covered in Part III 
are: anatomy; physiology; pathology ; os- 
teopathic principles; therapeutics, and 
pharmacology; surgery, ophthalmology 
and otorhinolaryngology; obstetrics and 
gynecology; physical and clinical diagno- 
sis; public health and communicable dis- 
eases. 

These are oral examinations which the 
candidate may take after having satisfac- 
torily completed the first 6 months of a 1 
year internship in a hospital approved by 
the American Osteopathic Association for 
intern training. Part III is given annual- 
ly at the Philadelphia, Kirksville, and Los 
Angeles colleges. 


Eligibility requirements are as follows: 
Part I, satisfactory completion of the 
first 2 years in an approved school of 
osteopathy; Part II, satisfactory comple- 
tion of Part I and of the first two quar- 
ters or trimesters of the senior year in an 
approved osteopathic college; Part III, 
satisfactory completion of Part II and at 
least 6 months of a l-year internship ap- 
proved by the American Osteopathic 
Association. The internship requirement 
does not apply to candidates who took 
Part I prior to July, 1950. 

Applications must be filed with the sec- 
retary of the Board not less than 30 days 
prior to the examination dates. Address 
Paul van B. Allen, D.O., secretary, 1512 
N. Delaware Street, Indianapolis 2. 
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Konsy! supplies a non-irritating bulk consisting 
entirely of hemicelluloses derived from blond 
psyllium. The smooth bulk of Konsyl disperses 
with the intestinal contents to create a soft- 
formed, easily passed stool. Konsyl assures the 
resumption of a normal peristaltic pattern and 
contains no sugar or other diluents. 


Made BURTON, PARSONS & COMPANY 
WASHINGTON 9, D.C. 


Record population 
growth in 

United States 

and Canada* 


Both the United States and Canada 
scored record population gains in 1957. 
In the United States the increase exceed- 
ed 3,000,000 for the second year in a row, 


*Reprinted from Statistical Bulletin, Metro- 
politan Life Insurance Company, December 1957. 
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raising the total population, including the 
Armed Forces overseas, to 172,830,000 at 
the end of the year. In the 734 years 
since the 1950 Census 21.7 million people 
have been added to the population, an in- 
crease of 1.7 percent annually. Canada 
has been experiencing a much higher 
rate of growth, the population having in- 
creased by 2.9 percent a year since the 
June 1951 Census. At the close of 1957, 
Canada’s population reached 16,900,000, 
an increment of about 556,000 during the 
year and of almost 2,900,000 since June 
1951. 

The rapid growth of population in the 
United States during recent years reflects 
largely the continuing baby boom. Births 
have established new high records for 


seven successive years. There were some- 
what over 4,300,000 babies born in 1957, 
compared with about 4,220,000 the year 
before and 4,104,000 in 1955. The births 
in 1957 correspond to a rate of 25.3 per 

1,000 population in the United States, 

The babies born in 1957 had a good 
start in life. Infant mortality in the 
United States remained close to the all- 
time low level established the year be- 
fore. There were about 26.3 infant deaths 
for every 1,000 live births, compared with 
26.1 in 1956. Even with the small set- 
back in the year just ended, the rate is 
about 20 percent lower than it was a 
decade ago and more than 50 percent be- 
low that of two decades ago. 

The general mortality; in the United 
States increased moderately during 1957, 
for the third successive year. The death 
rate for the total population was 9.6 per 
1,000, compared with 9.4 in 1956 and 
with the record low of 9.2 in 1954. Deaths 
rose by 65,000 in 1957 to a new high of 
about 1,630,000. Part of the upswing in 
mortality during recent years is account- 
ed for by increases in the proportion of 
older persons in the population. How- 
ever, of equal importance in 1957 was 
the widespread outbreak of Asian influ- 
enza. In sharp contrast to the influenza 
pandemic of 1918-19, the current out- 
break was relatively mild and fatalities 
were limited largely to persons past age 
55. The influenza epidemic also had the 
effect of raising the mortality from dis- 
eases of the heart and arteries. 

The natural increase in population—the 
excess of births over deaths—amounted 
to about 2,680,000 in 1957. This was 
somewhat above the previous maximum 
recorded the year before. The United 
States also gained about 330,000 persons 
through migration, or several thousand 
less than in 1956. 

Every geographic division of the Unit- 
ed States shared in the growth of popu- 
lation during 1957, but not in equal 
measure. The Pacific States continued to 
experience the largest rate of increase, 
namely 3.0 percent. This was two thirds 
above the national rate, and not much 
below the Far West’s annual rate of in- 
crease for 1950-56. Since April 1950 
California alone has added 3.6 million in- 
habitants. 

The Mountain States have also been 
growing rapidly. In fact, Nevada and 
Arizona outrank all other States in the rate 
of population increase. Four States out- 
side the West have also been growing at 
a rapid pace. Since 1950 the annual pop- 
ulation gain has exceeded 5 percent in 
Florida and has averaged about 4% per- 
cent in Delaware; in Maryland and 
Michigan it has been close to 3 percent 
annually. 

Three States had fewer residents at the 
end of 1957 than in April 1950. The pop- 
ulation has declined by 150,000 in Arkan- 
sas and by about 30,000 in West Virginia; 
Vermont has had a slight decrease. 

The unprecedented increase during 1957 
in the Canadian population resulted for 
the most part from a record excess of 
births over deaths. Canadian births rose 
by 24,000 to a new high of about 475,000 
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are sufficient to combat most urinary and systemic infec- 
tions of non-viral—non-rickettsial origin. Faster and more 
prolonged biood levels, plus a new and improved vanilla- 
mint flavor, make Lipo Gantrisin the ideal pediatric form of 


Gantrisin. Follow this regimen and note the quick response. 


Supplied in bottles of 4 and 16 oz. 


Dosage: Teaspoonfuls every 12 hours 


Children... 20 lbs—1 60 Ibs —2 
40 |bs—1% 80 Ibs—3 
Adults .... 4 or 5 


Lipo Gantrisin 


ROCHE 


(No alkalis 
or fluids 
need be given.) 


Roche Laboratories - Division of Hoffmann-LaRoche Inc - Nutley 10 - NJ. 


Lipo Gantrisin® Acetyl—brand of acetyl sulfisoxazole in a homogenized mixture Roche—Reg. U.S. Pat. Off. 
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in 1957; the rate was 28.5 per 1,000 
population. The number of deaths totaled 
about 137,000. The death rate was 8.2 
per 1,000 population, the same as in the 
two preceding years and only a shade 
above the all-time low of 8.1 registered 
in 1954. Canada also had an unusually 
large gain through migration in 1957— 
more than 200,000. This was double the 
number in 1956, and accounted for two 
fifths of the total population growth in 
the year. 

Ontario and Quebec, the two largest 
Provinces in Canada, continued to grow 
rapidly in 1957. In fact, the population 
of Ontario increased by more than 4 per- 
cent, reaching 534 million at the end of 
the year. The rate of growth was even 
greater on the Pacific Coast, the popula- 
tion of British Columbia increasing by 
64 percent. At the other extreme, there 
was little or no population change during 
1957 in Prince Edward Island, Saskatche- 
wan, the Yukon and Northwest Terri- 
tories. 


Changing emphases 
in school 


health programs* 


Arthur J. Lesser, M.D. 
Director, Division of Health 
Services, Children’s Bureau 


The partnership of education and medi- 
cine that is essential for a school health 
program has been expressed in many 
ways but hardly more simply and directly 
than in a report of the Joint Committee 
on Health Problems in Education of the 
National Education Association and the 
American Medical Association.* The re- 
port lists these functions of a school 
health program: 

1. To appraise the health status of pu- 

pils and school personnel. 

. To counsel pupils, parents, and oth- 
ers concerning appraisal findings. 

. To encourage the correction of re- 
mediable defects. 

. To assist in the identification and 
education of handicapped children. 

. To help prevent and control disease. 

. To provide emergency service for 
injury or sudden sickness. 

Each of these components is broad and 
may have varying interpretations as well 
as applicability. Their applicability is 
affected by the kinds of health problems 
that are predominant today. These are 
different from those of a generation ago 
and vary among our communities and 
even from neighborhood to neighbor- 
hood in a city. How to carry out these 
program functions and what meaning 
they have for school health personnel 
will differ widely. Basically they have 
extensive usefulness. 
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PRINTING COMPANY, INC. 


4K AMERICA'S LARGEST PRINTERS 
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5 SERVING THE DOCTORS OF AMERICA 
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WITHOUT LEAVING YOUR DESK 


a WHERE LIFE LONG CUSTOMERS BUY 
WITH CONFIDENCE 


YOUR SATISFACTION 
UNCONDITIONALLY GUARANTEED 


FOR OVER A QUARTER OF A CENTURY 


4K THE HOME OF “HISTACOUNT” PRODUCTS 


You design it... 
we print it | 
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unique serwice 
Your own personally designed 


case history forms at just about 
stock form prices. 


You design your form in rough 
cil sketch — we refine it to a 
inished product. 


Only we, the makers of famous 
“Histacount” products, have the 
know how and organization to 
render this service at such low 
prices. 


WRITE FOR DETAILS 


PROFESSIONAL 


PRINTING COMPANY, INC. 
40 HISTACOUNT. BUILDING 
NEW HYDE PARK, N.Y 


THE NEED FOR CHANGE 

However, differences in communities 
and in health problems are not the only 
factors which determine the content of 
a community’s school health program. 
Often these programs continue practices 
which, though appropriate several decades 
ago, hardly are effective today since they 
fail to meet the major challenges of 
the present generation. 

When school medical services started in 
this country (the first is reported to have 
begun in Boston in 1894) the control of 
the spread of contagious and nuisance 
diseases was the principal objective. This 
led to medical inspections of children in 
school. Subsequently major emphasis 
was placed on examinations for the dis- 


covery of physical defects and procedures 
designed to show parents the need for 
having these defects corrected. This con- 
tinues to be the major emphasis in school 
health services. Such examinations are 
considered of importance not only for 
case-finding purposes but also for their 
usefulness in teaching children basic facts 
about health and in helping them to de- 
velop good health habits. In fact, for 
many schools, health education is con- 
sidered the principal reason for having 
school health services. 

Probably the most extensive valuation 
of a school health program is the study 
done in New York City in 1942, known 
as the Astoria Study.* This study not 
only pointed out that much wasteful 
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to convalescence. 


An application of Numotizine causes vasodilation and produces 
analgesia to assist decongestion and relax the patient, thereby hasten- 


ing recovery. 


Numotizine is easy to apply, requires no heat- 
ing, and relieves for eight or more hours without 
changing. It is compatible with the use of such 
specific medication as may be indicated. 


 NUMOTIZINE’ 
CATAPLASM-PLUS 
Supplied in 4, 8, 15 and 30-oz. jars. 


HOBART LABORATORIES, INC. cuicaco 10, 


in cold weather complaints 


Sronchiti 


The warming relief provided by Numotizine in tonsillitis, bronchitis 
and related respiratory conditions is welcomed by the patient, helpful 


repetitive work was going on, which, 
year after year, resulted in the recording 
of more defects, often involving the same 
children, without adequate follow-up ac- 
tivity, but it also showed the way to a 
more effective program. The conclusions 
and recommendations of this study have 
been widely influential. They are particu- 
larly significant for teamwork in that 
the study demonstrated the effectiveness 
of the teacher in case finding and the 
importance of her relationships with the 
nurse and physician as a member of the 
school health team. 

While not all of the findings of the 
Astoria Study have equal applicability in 
all of our communities, several basic 
questions do. These include: 
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1. What are the major health prob- 
lems of children in our community ? 

2. What priorities should be established 
in providing health services? 

3. What are our community health re- 
sources and how effectively do we 
use them? 

4. What is the most productive use of 
the school doctor, nurse, and teacher ? 

5. For what children should the school 
provide physical examinations? 

6. How can the effectiveness of follow- 
up services be increased? 

7. What is the relationship of the 
school guidance program to the 
school health program? 

Answers to such questions as these 

must be sought both within the school 


in its policies and administrative pro. 
cedures and in the relationship of the 
school to the rest of the community. One 
administrative question has lately been 
given increasing attention —that is 
whether nurses in these programs should 
more appropriately be employed by 
schools or health departments. 

Many people feel that most school 
health programs are badly in need of 
review with respect to their content, pro- 
cedures, and objectives. Large sums of 
money are spent in these services, with 
varying effectiveness. Not enough rec- 
ognition has been given to the ways in 
which our health problems have changed. 
Communicable diseases and other acute 
conditions are now less important. More 
attention must be given to the problems 
accompanying growth and development, 
adolescence, and handicapping conditions 
of childhood. This will require increased 
attention to the functions of the school 
health team and the most effective use of 
the team members’ time. 


MEDICAL EXAMINATIONS 


A brief recapitulation of the history 
of school physical examinations will illus- 
trate how concepts of school health 
services have changed, as well as some 
different points of view regarding them. 
Twenty-five years ago annual medical 
inspections of all school children were 
customary. Subsequently, as education 
became effective in increasing the public 
understanding of the importance of con- 
trolling communicable and nuisance dis- 
eases and of securing medical care early 
and seeking health supervision for chil- 
dren, the value of medical inspections 
diminished sharply. Some form of fre- 
quent health examination was still con- 
sidered important in many places, how- 
ever, and has not yet been given up. As 
recently as 1945, a law was passed in one 
State which provides for Statewide bi- 
ennial medical and dental examinations of 
all pupils in public and private schools. 
Examinations of such frequency and 
such large numbers cannot be done ade- 
quately, are wastefully repetitive, and 
may give many parents as well as school 
administrators a false sense of security. 

School health studies have demonstrated 
that effective case finding at less cost can 
be achieved by having 3 or 4 routine 
examinations during the 8 school years, 
with parents present, and using various 
screening tests and the teacher’s observ- 
ations and her conferences with the nurse 
for selecting children at other times for 
referral to the physician. The teacher 
has been shown to be a good case finder. 
Moreover, the more parents rely on their 
own physicians for their children’s health 
examinations, the less will be the need 
for the school to provide it. The extent 
to which they do this varies consider- 
ably, however, and is related to the fam- 
ily’s income. 

Such a plan for health examinations 
has been shown to be effective and less 
wasteful. It enables the school doctor to 
serve as a consultant to the school and 
the school health team to concentrate 
on the more important health problems 
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and on securing adequate care for the 
children who need it. 

Limiting the frequency of school health 
examinations in this way has led many 
people to the conclusion that this means 
that school-age children need a health 
examination only three or four times. 
Actually what it means is that it is not 
practical or efficient for the school to 
provide such an examination more often. 


Studies have been made in Rochester, 
N. Y., of the value of the examination 
of first-grade children. Most of these 
children had had physical examinations 
in kindergarten, either at the school or 
in their own physicians’ offices, so that 
little new was discovered. The value of 
the routine first-grade examinations was, 
therefore, questionable so far as Roch- 
ester was concerned. In other communi- 
ties the examination on entering school 
is often the first a child has had in sev- 
eral years. 

In Washington County, Md., 1,103 ex- 
aminations were done in the school health 
clinics in a 2-year period. The most 
prevalent health problems were upper 
respiratory difficulties and behavior prob- 
lems. A number of serious conditions 
were discovered which were unsuspected. 
These included 5 children with rheu- 
matic heart disease, 4 with congenital 
heart disease, 3 with acute rheumatic 
fever, 1 with malignant but curable kid- 
ney tumor, and a variety of others. The 
discovery among 1,100 children of more 
than a dozen with serious diseases would 
certainly bear out the value of the school 
health examination program for this 
county. 

Another aspect of the school health ex- 
aminations has received insufficient con- 
sideration. The scope of the medical ex- 
amination when done in school has lim- 
itations imposed on it by the unavailability 
of laboratory tests as well as the physical 
surroundings. It is essentially a medical 
screening examination. Those children 
who need further diagnostic services and 
treatment must seek this elsewhere. 
Would it not be more practical to have 
these examinations done in a clinic rather 
than in the school? If the child does 
not go to his own physician for exami- 
nation, the clinic can schedule immedi- 
ately any laboratory studies or further 
visits, thereby insuring more prompt and 
effective follow-up. 


SCREENING TESTS 


What other health services should be 
provided in the school? While most peo- 
ple feel that ideally the periodic health 
examination ought to be done by the 
child’s own doctor, screening tests of 
vision and hearing are best done in school 
where children are in groups. Visual 
acuity in childhood often changes rapidly 
and, therefore, vision tests should be 
done annually. The Snellen test and the 
Massachusetts vision test have been dem- 
onstrated to be efficient screening tests 
that are carried out most economically 
and rapidly with groups of children.’ 
Hearing tests should be done every two 
years routinely, with repeat tests on chil- 
dren who do not pass. 


These two tests are of great impor- 
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tance for many reasons, among which is 
the fact that a child needs to see and 
hear reasonably well in order to progress 
in school. Another reason, especially 
valid in public health and education, is 
that large numbers of children are in- 
volved. Moreover, with adequate atten- 
tion, progression of hearing loss can fre- 
quently be prevented and normal hearing 
may be restored. Between 5 and 10 per- 
cent of children fail to pass audiometry 
tests. These children are in need of fur- 
ther attention. Because defective vision 
and hearing are so prevalent and can be 
readily discovered by screening tests and 
corrected or improved, screening exam- 
inations are of utmost importance. 
Other screening tests may be of value 
in the school health program. Periodical 


measurements of height and weight may 
be useful when interpreted properly, and 
are, of course, one of the oldest proce- 
dures in school health. Consideration 
should be given to making routine hemo- 
globin determination at intervals as a 
measure ,#f nutritional efficiency. There 
are now ‘simple rapid urine tests for 
diabetes, a condition, however, which is 
not common in childhood and, therefore, 
questionable for inclusion in a mass 
screening program. Routine testing for 
tuberculosis, especially at puberty, should 
be employed much more widely than at 
present. 

Another screening device as yet little 
used in school health programs is the 
pupil’s health history as provided by a 
parent. In medical education much stress 
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is placed on learning to take a good 
history, because such a history often pro- 
vides much useful information. In school 
health work the history does not receive 
much attention. In reviewing the Penn- 
sylvania school health program recently, 
the medical advisory panel stated that “a 
medical history can be devised that will 
be useful in detecting a number of dif- 
ferent ailments, including allergies, epi- 
lepsy, diabetes, infected tonsils, rheumatic 
fever, mental illness, and orthopedic de- 
fects.” Such a history was developed 
for adults by Cornell University Medi- 
cal School. Known as the Cornell Medical 
Index, it is being successfully used in 
the outpatient department of the New 
York Hospital. A similar history, filled 
out by the parent, was tested in the Cali- 
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fornia school health program, and found 
to be reliable and useful to the doctors 
and teachers, who were very favorable 
in their evaluation of it. 


POINTS FOR REVIEW 


School health examinations include 
periodic health appraisal, screening tests, 
and continuous observation by the teacher, 
with referrals to nurse and physician. 
This part of the school health program 
needs objective review so that the most 
productive use is made of the time of 
the school health team, and activities of 
comparatively little value can be reduced 
or eliminated. The problem of dental 
caries is an illustration of this: 

Dental caries is a condition which is 
very common and has received a great 


deal of attention in school health Services 
Probably 90 percent of children have 
dental caries. That being so, little is ac. 
complished by frequent dental inspections, 
It can safely be assumed that every child 
ought to go to a dentist at least once a 
year for dental care. Efforts should be 
directed to getting this done rather than 
to provide repeated dental inspections, 

It is possible to reduce dental caries 
in children by 40 to 60 percent by adding 
sodium fluoride to the water supply or 
by applying it to the teeth periodically, 
The reduction in the size of the problem 
through fluoridization, and attention given 
to education in dental hygiene and help- 
ing children get under dental care would 
be far more productive than repeated 
dental inspections. Yet for various rea- 
sons there are many delays in changing 
over to this kind of a program. 


School health services staff dévote a 
large part of their time to the follow-up 
of children who are found to be in need 
of further diagnostic work and care. 
Much of this responsibility is assigned 
to the public-health nurse. This is often 
one of the weakest parts of the program. 
How productive the procedure actually is 
varies considerably and should be ana- 
lyzed by each program regularly. It is 
the repeated finding and recording of de- 
fects about which nothing gets done that 
has led to much current concern about 
school health programs. 


Since not all defects are of equal sig- 
nificance, it would seem to be possible 
to devote time to follow-up on the im- 
portant ones rather than to all that are 
recorded. Studies of administrative pro- 
cedures have resulted in more efficient 
follow-up. But for the most part the 
school is dependent on the parents, the 
child’s physician, and other outside re- 
sources to provide what is necessary. The 
extent to which such resources are avail- 
able and the relationship of the school to 
them is crucial in this phase of the pro- 
gram. In Philadelphia, of 74,940 reported 
remediable defects in 1951-52, only 30 
percent were treated over a 2-year 
period. Yet Philadelphia is a city where 
there are many community health and 
medical facilities. 


It is important that the school health 
program be administered in close rela- 
tionship to other health programs in the 
community and not isolated from them 
In Washington County, Md., the pro- 
gram is a joint responsibility of the de- 
partment of education and the department 
of health and is regarded as an integral 
part of the county’s organized health 
service. This has enabled the county to 
develop a program in which there is a 
continuity from pre-school health services 
to services in the school and to several 
specialized public-health programs. The 
fact that the Washington County health 
department has a well-organized hearing- 
conservation program undoubtedly ac- 
counts for the fact that recommendations 
for follow-up care of 430 children with 
ear, nose, and throat problems were car- 
ried out for 92 percent of the children 
referred. Of 293 referrals for tonsillec- 
tomy and adenoidectomy, 195 were car- 
ried out by the conservation-of-hearing 
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program and by private physicians. High 
rates of successful referrals were achieved 
with other children as well. 

Thus, it is possible to achieve consid- 
erable success in follow-up care if this 
is regarded as sufficiently important to 
expend time and money to do it, in a 
program which is closely coordinated with 
other community agencies. Studies have 
been done which demonstrate that the 
financial status of the family, the avail- 
ability of community resources, and the 
level of education of the parents are sig- 
nificant factors in the parents’ carrying 
out the recommendations of the school. 


FOR HANDICAPPED CHILDREN 


Perhaps in no other aspect of school 
health work is the need for genuine 
teamwork so evident as in services for 
handicapped children. 

Many children have disabilities, often 
of a chronic or permanent nature, which 
may create problems in obtaining an edu- 
cation. These are the children who are 
orthopedically handicapped, children with 
poor sight and hearing, children who 
have cerebral palsy, heart disease, epi- 
lepsy, allergies, diabetes, and other con- 
ditions. Most of them can be educated as 
readily as other children. But many will - 
need some modification of their educa- 
tional programs if they are to benefit 
from educational opportunities. It is gen- 
erally estimated that about 10 percent of 
children require special education. These 
include the physically, emotionally, and 
intellectually handicapped. There are, of 
course, many more who do not need spe- 
cial education, but do require special at- 
tention from time to time. 

In 1930 the White House Conference 
on Child Health and Protection made this 
recommendation: “A State program for 
crippled children should be built upon 
the rights of individuals to an equality 
of opportunity, especially from the edu- 
cational viewpoint. Academic education 
and prevocational and vocational guidance 
and training adapted to crippled children 
should be available to them at all times 
in which they are physically able to re- 
ceive the same, regardless of the location 
of their residence. Physical care and 
education designed to produce self-sup- 
porting and useful citizens should be car- 
ried on together.” 


Most handicapped children can be edu- 
cated in regular classes or in special 
classes in regular schools. The trend is 
clearly in this direction. Special classes 
in day schools are becoming increas- 
ingly common. Flexibility in school ad- 
ministration is, of course, requisite. Such 
schools must have adequate health and 
guidance services and teachers with train- 
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the advantages of special training in a 
nursery school. Such children today are 
often subjected to needless segregation 
in a residential school. 

Epileptic children on the other hand are 
commonly excluded from school alto- 
gether. Most of them’ do not need special 


dren who are in special classes should 
be examined periodically to see whether 
such placement is still necessary. A re- 
view of children in special classes done 
in New York City revealed that 58 of 
182 in sight-conservation and Braille 
classes, or 31.9 percent, were inappropri- 
ately placed. Fifty-four of these were re- 


education, but they do need a chance to 
go to school with other children, which 
they usually are able to do. About 75 
percent of epileptic seizures can be con- 
trolled by medication. Even if a child 
does have a seizure in class no one is 
harmed by this if the teacher is calm and 
helpful. The teacher’s attitude will set 
the stage for the attitudes of the children. 

The placement of children in special 
classes requires expert medical and edu- 
cational judgment and should be done 
only after careful diagnostic work. Chil- 


ing in the education of exceptional 
children, 


Schools can make a further contribu- 
tion by making some provision for edu- 
cation in the preschool years. Children 
with cerebral palsy and children with im- 
paired hearing can benefit greatly by 
early education. Many so-called deaf 
preschool children, with a proper diag- 
nosis, a hearing aid, auditory and speech 
training, and training in lip reading, will 
get much more out of school if they have 
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ported to belong in regular classes. In the 
same study, of 74 children in cardiac 
classes, 87.9 percent “probably did not 
require placement in the special classes.” 
The report further states that “modifica- 
tions of the school program * * * should 
be individualized in terms of the changing | 
needs of individual children. The primary ~ 
objective should be to return as many 
children as possible to regular classes in 
as short a time as possible.’’* 

Another aspect of school health which 
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is receiving increased attention is that of 
the social and emotional development of 
children and the problems which some- 
times develop. These may be more com- 
mon today or we may be more inter- 
ested in them. The teacher is in a good 
position to recognize attitudes and be- 
havior in younger children which may 
be suggestive of the later development 
of delinquency. 

More adolescent children are reported 
by the juvenile courts to be in difficulties 
than in the past, and this places on us a 
responsibility for dealing with these 
problems. The school social worker, or 
visiting teacher, is concerned principally 
with children whose behavior, attitudes, 
or family situation are such that they 
require special attention if they are to 
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benefit from their educational opportu- 
nities. The school social worker is fre- 
quently able to assist the school staff in 
improving the child’s school adjustment. 
When the pupil is to be referred to com- 
munity social agencies or comes under 
the care of the juvenile court, the social 
worker is involved. This aspect of the 
school health program is taking on in- 
creased significance in many urban areas. 
Although often considered a part of the 
guidance program rather than the school 
health program, little reason exists for 
continuing to separate them. 


FOR ADOLESCENTS 


The problems of adolescents are espe- 
cially pertinent to the health programs 
in secondary schools. There is a greater 


interest in adolescence than ever before. 
In fact some people believe that just as 
the period of infancy and early childhood 
formerly received a concentration of at- 
tention in pediatrics and public health, so 
we are now moving toward the adolescent 
and devoting more time to his problems 
of growing up and seeking independence 
in our ever more complex society. In 
adolescence psychological problems take 
on greater significance. As teenagers are 
apt to look elsewhere than to their own 
parents for guidance, the schools through 
counselors and others often have an op- 
portunity to be helpful to them. 

Many parents are unprepared to cope 
with the various phases of adolescent de- 
velopment. For many years health work- 
ers have emphasized anticipatory guidance 
for parents of preschool children, but 
only recently has it been suggested that 
similar guidance might be offered to par- 
ents of pre-adolescent children. 

An obstetrician, Dr. Samuel Kirkwood, 
Commissioner of Health in Massachu- 
setts, recently stated, “Of all times in the 
life span of a woman, most difficult is 
this jump from girlhood to womanhood 
and the responsibilities of physical repro- 
duction. Literally overnight the young 


- girl becomes a totally different person. 


She is no longer the same to herself. Her 
position in the family is as changed as 
her place in the community. She looks at 
no one, and no one looks at her, in the 
same light as before the event of puberty. 
Our civilization places great restrictions 
upon her and we give her at best little 
help in this trying time. Only intelligent, 
sympathetic support can resolve the con- 
flict of necessary dependence and equally 
necessary self-assertion which marks this 
time of life.”* 

The concern of the previous generation 
of health workers was directed to the 
problems of maternal and infant mor- 
tality. A more positive purpose is ex- 
pressed by Dr. Kirkwood in his concern 
for healthy children and healthy families. 
Many obstetricians and pediatricians to- 
day believe that the most strategic time 
to prepare for satisfactory childbearing 
and childrearing is during the period of 
adolescence. In accepting this opinion 
health services, health education, and 
health counseling must be coordinated in 
more effective ways to capture the in- 
terest of adolescents in preparing to meet 
their responsibilities of the future. 

Dr. Roswell Gallagher’s adolescence 
clinic in Boston represents a pioneer ef- 
fort to deal more constructively with the 
young adults of this age period. Similar 
clinics are in the process of development 
elsewhere. Problems of adolescence may 
well be the major challenge of our gen- 
eration, just as infant mortality was for 
the previous one. 
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Improved outlook 
in congenital 
heart disease* 


Recent advances in the surgical treat- 
ment of congenital heart defects have 
stimulated renewed interest in these con- 
ditions. While precise figures on the 
number of people in our country afflicted 
with such impairments are lacking, it 
appears that the number may exceed 
50,000. A careful study made in England+ 
indicates that the incidence of congenital 
heart disease among the newborn is about 
3% per 1,000 live births. Translated in 
terms of our experience, this means that 
about 14,000 babies a year in the United 
States are born with impairments of this 
kind. Many of these defects are not com- 
patible with life, with the result that the 
mortality from them is extremely high 
shortly after birth. Of the more than 
9,200 deaths ascribed to congenital mal- 
formations of the circulatory system in 
1955, no less than 75 percent occurred 
during the first year of life. These 
deaths accounted for nearly 7 percent of 
the total infant mortality, which figure 
somewhat understates the actual toll, be- 
cause the reporting of congenital heart 
disease as a cause of death in early in- 
fancy is incomplete. 

The mortality rate from congenital 
malformations of the circulatory system 
drops very rapidly from infancy to ages 
1-4, but thereafter changes relatively lit- 
tle. The death rate remains at a little 
over 1 per 100,000 between ages 5 and 
25, and then dips somewhat below that 
level. Among infants, the mortality rate 
from this cause is higher among males 
than among females; in each sex the rate 
is higher for white babies than for non- 
whites, but this may reflect, in part at 
least, the greater underreporting of such 
deaths in the latter group. 

Less than 4 out of every 10 infants 
with congenital heart disease survive to 
their first birthday, according to the 
English study previously cited. Of those 
who reach age 1, about 5 percent die 
before attaining age 5, reflecting a mor- 
tality several times the average. The 
death toll is also abnormally high at suc- 
ceeding ages, due in large part to inter- 
current infections, the most serious of 
which is subacute bacterial endocarditis. 
Furthermore, many children with con- 


*Reprinted from Statistical Bulletin, Metro- 
politan Life Insurance Company, October 1957. 
¢MacMahon, B., McKeown, T., and Record, 
R. G., “The Incidence and Life Expectation of 
Children With Congenital Heart Disease,” Brit- 
ish Heart Journal, Vol. 15, No. 2, p. 121, 1953. 
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genital heart disease subsequently ac- 
quire rheumatic fever and hence experi- 
ence added cardiac damage. 

A number of operative procedures for 
correction of various congenital heart 
defects have been developed during the 
past 20 years. The operative mortality 
associated with the several types of oper- 
ation varies greatly; for some types it 
has been reduced considerably, but in 
the more delicate and complicated pro- 
cedures the mortality is still rather high. 
It is too early yet to evaluate the long- 
term results of cardiac surgery for con- 
genital defects, but studies indicate that 
a number of such patients found suitable 
for operation have been enabled to carry 
on a fairly normal degree of activity. 
For example, a six to eight year follow- 
up study of 100 consecutive children who 


had been, operated on since 1946 in a 
Chicago hospital for tetralogy of Fallot,t 

popularly known as the blue-baby oper- 
ation, showed that 86 were still living. 
Of these, 68 were able to lead virtually 
a normal life, except for avoidance of 
violent exercise or competitive athletics. 
A follow-up investigation of cases oper- 
ated on for the same condition at the 
Johns Hopkins Hospital§ during 1944- 
47 showed that of those surviving five 


tPotts, W. J. et al, “Surgical Correction of 
Tetralogy of Fallot,” The Journal of the Amer- 
ican Medical Association, Vol. 159, p. 95, Sep- 
tember 10, 1955. 


§$White, B. D., et al, ‘‘Five-Year Postopera- 
tive Results of First 500 Patients With Blalock- 
Taussig Anastomosis for Pulmonary Stenosis or 
Atresia,” Circulation, Vol. 14, No. 4; Part 1, 
p. 512, October 1956. 
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to eight years after surgery, three fourths 
were considered to be in good condition; 
the most favorable results were for pa- 
tients between 8 and 12 years of age at 
time of operation. 

Not only has cardiac surgery improved 
the outlook for patients with many con- 
ditions which formerly were considered 
to be practically hopeless, but it has also 
proved a great stimulus to research in 
this field. As a result, new operations are 
likely to be developed which will permit 
the extension of surgery to more com- 
plex congenital defects. At the same 
time, various devices are being developed 
to increase the scope and safety of such 
surgical procedures. Accordingly, the 
prospect is good that an increasing num- 


120 


ber ef patients with congenital heart con- 
ditions will survive and be rehabilitated. 
Furthermore, the risk of streptococcal 
infections in congenital heart disease and 
of superimposed rheumatic heart disease 
can be largely counteracted by the rou- 
tine use of chemotherapy. 

Research along other lines, too, may 
eventually be fruitful in controlling con- 
genital heart disorders. Little is known of 
the causative factors. German measles 
in the mother during the first trimester 
of pregnancy is a cause of such dis- 
orders, but this accounts for only a minor 
proportion of the total. Further investi- 
gations are being made of the role of 
infections in pregnant woman and of the 
part played by genetic factors. 


Program for the 


cerebral palsied* 


Willis C. Gorthy, C.E., and 
Martin G. Moed, A.M.t 


Cerebral palsy is characterized by pa- 
ralysis, weakness, incoordination, tremors, 
involuntary motion, excessive rigidity, or 
stiffness caused by pathology of the mo- 
tor centers of the brain. This affliction 
may apply technically to adolescents, 
adults, or the aged. However, cerebral 
palsy is usually considered to mean those 
conditions resulting from an anomaly, in- 
jury, or disease that originates in the 
developing infant before or during birth 
or in the first years of growth.” 

Damage to the brain may result in in- 
volvement of the upper and lower ex- 
tremities and frequently includes the 
muscles of the trunk, neck, head, face, 
and breathing mechanism. Because cere- 
bral injury is not limited to a single area 
in the brain, numerous associated defects 
may accompany motor involvement. These 
may include one or more defects in 
speech, hearing, or vision, mental re- 
tardation, convulsions, and behavior dis- 
orders. The classification of various types 
of cerebral palsy is based on physical 
signs. A high percentage of cases may be 
classified either as spastic or athetoid 
types. In athetosis the individual displays 
involuntary, incoordinate, uncontrollable, 
purposeless movements. The spastic con- 
dition is characterized by the appearance 
of stiffness. Usually the spastic is able 
to move the affected limb voluntarily, but 
the motion may be explosive, jerky, slow, 
or poorly performed.’ 

The number of cerebral palsied in this 
country is difficult to determine. Three 
major studies analyzed in 1955 indicate 
that the prevalence rate of cerebral palsy 
is between 300 and 350 cases per 100,000 
population.’ Of this number, 100 cases 
are under 21 years of age and 200 are 21 
years of age and over. On the basis of 
tne above figures it is estimated that the 


total number of cases in the United 
States falls between 495,000 and 577,500. 


HABILITATION 


Because of the congenital or early life 
injury, the cerebral-palsied child will 
grow and develop in an atypical personal 
and social environment. This often leads 
to a poorly adjusted, dependent, socially 
incompetent person who may be more dis- 
abled by personality deviations than by 
his physical or mental limitations. An in- 


*Reprinted from Public Health Reports, Sep- 
tember 1957. 


+Mr. Gorthy is director of the Institute for 
the Crippled and Disabled in New York City, 
and Mr. Moed is coordinator of the cerebral 
palsy work and evaluation project at the insti- 
tute. 
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dividual handicapped later in life has had 
an opportunity to develop normal living 
patterns. A child handicapped through- 
out life has not. This factor underlines 
the essential difference between habilita- 
tion and rehabilitation. The development 
of basic life adjustment patterns as part 
of treatment and training is the goal of 
habilitation. Through this process, indi- 
viduals are helped to become independent 
and useful citizens within the limits of 
their disability. 

The process of habilitation must, there- 
fore, begin early if it is to help the child 
develop proper habits and attitudes about 
himself and others which will serve as a 
constructive basis for adjustment to the 
demands of society. 

It is desirable to achieve the following 
habilitation goals :” 

* The patient should be capable of 
some form of locomotion, either inde- 
pendently or by means of crutches or 
other types of apparatus. 

* He should be capable of self-care 
and self-help in eating, dressing, toileting, 
and similar activities. 

* He should possess an effective means 
of communication, by.speech, writing, or 
other means. 

* He should appear as normal as pos- 
sible. 

* He should be able to earn money, or 
its equivalent, through his own efforts 
either in competitive industry or in a 
sheltered workshop. 

* He should be able to employ his 
spare time in self-satisfying avocations 
and in social contacts. 

To achieve these goals, habilitation of 
the cerebral palsied cannot be considered 
from a single aspect. Emphasis must be 
placed on the problems as they affect the 
“whole child.” Unless the medical, psy- 
chological, social, educational, and voca- 
tional needs of the individual are inte- 
grated into a program, the cerebral pal- 
sied will not be served adequately. The 
multiplicity of handicaps creates diverse 
and complex problems necessitatng the 
provision of many types of costly serv- 
ices and a lengthy habilitating process. It 
is rarely possible for one group working 
alone to provide the necessary services. 
The responsibility for service must be 
shared by the individual, the family, and 
the community, all working toward a 
common goal. 


COMMUNITY PLANNING 


Total habilitation requires the interre- 
lationship of all health services. These 
depend on one another and must be close- 
ly coordinated to be fully effective. By 
utilizing the entire resources of the com- 
munity, the highest potential of the cere- 
bral palsied can be developed. Only in 
this manner can the economic burden on 
the family be relieved and the child grow 
up to become a productive, better adjust- 
ed member of society. 

In a sound community program special 
services for the cerebral palsied will be 
integrated with the existing general 
health, welfare, and education programs. 
If necessary, the various agencies should 
modify existing programs to meet the 
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needs of the cerebral palsied. One way 
of accomplishing this is to employ spe- 
cialists in this field to work with the per- 
sonnel of the general service agencies. If 
proper facilities do not exist or cannot 
be extended or supplemented, it may be 
necessary to establish separate services 
for the cerebral palsied.“* However, such 
services should be based on need rather 
than on the desire of a small group to 
control a separate program. 

The community plan for direct habilita- 
tion services should include— 

* Help for the parents and family as 
early as possible so that they can learn 
to live with and understand the child 
with cerebral palsy. 

*® Medical services which have the fa- 


cilities for early diagnosis, therapy, sur- 
gery, and general health care. 

Special educational programs that 
meet the needs of the child with brain 
damage and associated disabilities, espe- 
cially mental retardation. 

* Vocational guidance, training, and 
placement to help develop full use of the 
individual’s vocational capacities. 

® Sheltered workshops fer those who 
cannot meet the competitive demands of 
industry and for those who need special 
work preparation. 

® Homebound work programs when 
workshops are not available or are inac- 
cessible. 

* Recreational or diversional activities 
to meet the needs of those who are too 
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disabled to perform in a workshop pro- 
gram. 


PARENT SERVICES 


Although parents are not usually con- 
sidered as a service, no one else in the 
child’s program will become more in- 
volved in habilitation. The parent might 
be considered as a catalyst. With proper 
care, favorable attitudes, support, and 
encouragement, the child’s chances for 
success can be greatly enhanced. Without 
proper parental help and guidance, the 
child’s chances for performing at maxi- 
mum capacity will be retarded. Because 
the mental health of the family is a vital 
part of the habilitation process, it has 
become a requisite in the treatment of the 
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cerebral-palsied child to clarify parental 
attitudes concurrently with the child’s 
therapeutic program. If aid for the fam- 
ily unit is planned as part of the com- 
plete treatment program, the chances for 
success of the habilitation effort will be 
increased. 

The emotional impact of having a crip- 
pled child; the feeling of guilt, resent- 
ment, and insecurity; and the practical 
everyday problems of raising the child 
must be carefully considered. Some of 
these problems can be alleviated through 
educational and counseling programs and 
by forming parent groups who will share 
the fatiguing burden of constant care and 
attention. Through education, parents 
get an opportunity to understand the 


needs, wants, abilities, and limitations of 
the cerebral palsied. The program should 
stress the parents’ role in encouraging 
the child to develop independence and es- 
pecially in striking a balance between too 
much protection and encouragement and 
too little. Through counseling programs 
the parents gain insight into their feel. 
ings of guilt and ambivalent attitudes to- 
ward their child and the reasons for fam- 
ily conflicts. By study, observation, and 
counseling they will come to see their 
cerebral-palsied child more objectively as 
an individual and as a personality. In 
this manner a sounder parent-child rela- 
tionship can be established.” 

The parents become the cornerstone 
upon which the child builds a foundation 
for adjustment. Behavior maladjustment 
in the cerebral palsied may result from 
organic brain damage, frustration caused 
by the handicap, or rejection by the par- 
ent, family, or society. It is, however, 
generally believed that environmental fac- 
tors have a greater effect on personality 
deviations than the brain injury condi- 
tion. The personality characteristics of a 
secure, mature, loved child may have 
greater prognostic significance than the 
disability itself. A leading medical au- 
thority in the treatment of cerebral palsy 
states, “As yet no one is able to prog- 
nosticate what a well-motivated child 
with even a severe disability and mental 
retardation can accomplish if given ade- 
quate treatment and parents who are in- 
terested in helping the child.” 


MEDICAL TREATMENT 


Treatment and habilitation of the cere- 
bral palsied should be used synonymous- 
ly. The overall therapeutic approach must 
take into consideration that the child has 
not been able to develop normally. It 
must, in addition to therapy, help the 
child gain security, promote relaxation, 
and relieve anxiety in both the child and 
his parents. 

The goal of treatment is to help the 
individual function as effectively as pos- 
sible with special emphasis on learning to 
perform activities essential to daily liv- 
ing. The logic of the treatment aims is 
pointed out by Deaver. “Learning to per- 
form the activities necessary for daily 
living begins as soon as the disabled per- 
son wakens in the morning. There is 
little value in being able to ambulate if 
one is unable to get out of bed, dress, 
or attend to one’s toilet needs. The abil- 
ities to ambulate, speak, use the hands in 
self-care activities, write, or produce sal- 
able goods are necessary for economic 
independence. Education is desirable but 
no one is paid for the knowledge in his 
head. If a person cannot speak adequate- 
ly or use the hands, of what economic 
value is an education? It is for these 
reasons that learning to perform the ac- 
tivities essential for daily living should 
be the primary objective of all treat- 
ment.” 

The general methods of treatment are 
physical restorative services, surgery, 
drug therapy, and treatment for associat- 
ed defects. Physical restorative services 
are more frequently recommended than 
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any other type of treatment. Among these 
services are physical therapy, occupation- 
al therapy, and bracing aids. 

Physical therapy is primarily concerned 
with improvement of locomotion, stretch- 
ing exercises, muscle reeducation and 
strengthening, and improvement in bal- 
ance. Occupational therapy is mainly 
functional. It attempts to teach and de- 
velop self-help skills and feeding and 
dressing techniques. This is usually ac- 
complished through exercises designed to 
improve reach, grasp, and fingering abil- 
ities. Bracing is the principal method 
used for preventing and correcting de- 
formities, supporting the body weight, 
and controlling involuntary movements.’* 

Surgery and drug therapy are used as 
aids in achieving physical restoration. 
Surgery is utilized only to surmount some 
definite obstacle to progress. The purpose 
is to improve functional mobility and ap- 
pearance. In general, there is a cautious- 
ness concerning surgical intervention. It 
has been stated that physical restoration 
in growing children, such as achieved by 
physical therapy and bracing, should al- 
ways be given an adequate trial before 
surgery." However, there have been 
enough advances reported in orthopedic 
and neural surgery to consider it a ma- 
jor treatment method. 


Drug therapy has been used with wide- 
ly varying results for convulsions and 
muscle relaxation. A great deal of re- 
search is presently being conducted on all 
phases of drug therapy. The control of 
seizures through the use of such drugs as 
Dilantin and phenobarbital has been 
found effective and is presently widely 
used. It was found in a study just com- 
pleted at the Institute for the Crippled 
and Disabled that certain drugs tend to 
relax tight or spastic muscles, making 
therapeutic exercises more effective. An- 
other drug used in the same study was 
found to help reduce athetoid tremors and 
uncontrolled movements. The reason 
seemed to lie in its unique ability to pre- 
vent emotional tension from restricting 
physical performance.* 


Any handicapping conditions accom- 
panying cerebral palsy should be treated 
as early as possible for they can serious- 
ly impair the entire habilitation effort. 
The child who cannot express his feel- 
ings because of serious speech involve- 
ment may find an outlet in a temper tan- 
trum or negativeness which in turn may 
interfere with a consistent therapy pro- 
gram. Speech therapy assists the child to 
improve the ability to communicate by 
means of speech or other methods. It at- 
tempts to develop proper breathing habits 
and improve such secondary factors as 
drooling, grimacing, swallowing, and 
chewing. The speech therapist also gives 
audiological assistance to those who need 
hearing training. The cerebral palsied 
with visual perceptual impairment may 
have more difficulty learning to travel in- 
dependently because of the inability to 
judge distances of an oncoming vehicle. 
An untreated squint, for example, may 
result in deterioration of vision. Quali- 
fied ophthalmological care is essential to 
improve crossed eyes, prevent and treat 
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impaired vision, and relieve headaches or 
other results of eye strain. Dental care 
and nutritional needs must also receive 
continual attention.’ 

The complexity of the varying handi- 
capping factors makes it difficult to prog- 
nosticate the benefits to be derived from 
treatment. Parental acceptance and un- 
derstanding, severity of the physical dis- 
ability, and mental capacity are important 
considerations. Denhoff suggests the use 
of the pneumoencephalogram technique to 
determine the degree and location of 
brain lesions. These findings have been 


“used as a basis for predicting potential 


for “good futures.”"” However, he cau- 
tioned that this technique does not take 
into account the multifaceted problem of 


personality, family, or social factors, 
which also influence the achievement of 
habilitation goals. 


EDUCATIONAL PLANNING 


Education must be considered as part 
of the total habilitation process and can- 
not be realistically separated from other 
therapy the child receives. In most com- 
munities, clinic activities and educational 
programs are planned together to provide 
for a closely integrated.program of physi- 
cal therapy, occupational therapy, speech 
therapy, and special education. The ther- 
apists and teachers, to be fully effective, 
should at the same time aim at the com- 
mon goal of developing a well-adjusted 
child as far as physical and mental abil- 
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ities allow. Especially is it necessary that 
the educational process hélp establish a 
feeling of self-respect and self-confidence, 
and provide the opportunity to achieve 
success and gratification. The cerebral 
palsied must be helped to face his limi- 
tations realistically and at the same time 
be encouraged to utilize his capacities to 
the fullest. 

Brain injury can so complicate the 
normal learning process that it is impor- 
tant to know about mental as well as 
physical limitations. By being thorough- 
ly familiar with each child’s problems, 
the most appropriate teaching techniques 
can be utilized. For example, many cere- 
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bral palsied with visual perceptual devia- 
tions have great difficulty seeing what 
others see when they look at the same 
object. It may appear distorted to the 
child, leading to an inappropriate or in- 
correct interpretation. The influence of 
this difficulty on the ability to read may 
be very handicapping and will probably 
affect the whole course of the individual’s 
academic development. If this visual de- 
fect is known before assignment to a 
class, techniques such as special lighting 
or having the child hold reading material 
on a vertical rather than a_ horizontal 
plane may improve performance. By rec- 
ognizing the handicaps that affect the 


ability to learn, many personality disturb. 
ances resulting from failure and frustra- 
tion can be avoided. 

Another educational problem is the 
large proportion of mental retardation 
found in the cerebral palsied. An analy- 
sis of a number of studies revealed that 
72 percent of those with cerebral palsy 
have below normal intelligence quotients, 
compared with 16 to 25 percent of the 
general population.“ 

Educational facilities should include a 
special class for the cerebral palsied who 
display multiple handicaps and mental re- 
tardation. Other children can be placed 
in special classes for all the orthopedical- 
ly handicapped or in a class for the slow 
learner if the physical involvement is not 
too extensive. For those who cannot get 
to school because of severity of the dis- 
ability or transportation difficulties, home 
instruction should be considered. This 
type of school placement is the least suit- 
able because it deprives the individual of 
the social experience of meeting and be- 
ing with other children. The goal should 
be to place the cerebral-palsied child in a 
normal setting as soon as he is capable 
of profiting from the experience. 

To the extent possible, education should 
be directed toward economic usefulness 
and productiveness rather than solely to- 
ward the fulfillment of academic achieve- 
ments. In order to accomplish this, a 
total educational program must be pro- 
vided. Unfortunately, many communities 
provide for special elementary education 
but do not have special facilities for sec- 
ondary education or vocational training. 
The individual with mild physical and 
mental impairment is usually placed in 
the regular or normal curriculum after 
the elementary program. However, the 
cerebral palsied with moderate to severe 
handicaps may have vocational potential 
if vocational training is made a part of 
the educational process. The emphasis in 
this group should be on semiskilled, un- 
skilled, or service (porter, messenger 
jobs) rather than on academic or skilled- 
trade training. This type of program of- 
fers direction and is meaningful to the 
adolescent. It helps him accept his limi- 
tations but allows for training within his 
vocational capacities. 


VOCATIONAL ADJUSTMENT 


The cerebral palsied encounters many 
obstacles as he approaches adulthood, but 
few will be as disheartening or as frus- 
trating as the search for employment. A 
survey of 200 ambulatory adults in New 
York City revealed that only 42 were 
employed.” Two studies in Schenectady 
and Erie Counties in New York State 
indicated that 61 percent of the cerebral- 
palsy population were unemployed and 16 
percent were employed part time.” Simi- 
lar results could be found in every com- 
munity. 

At the Institute for the Crippled and 
Disabled in New York City, we are in- 
vestigating the vocational difficulties en- 
countered by the adult cerebral palsied. 
Each individual, during a 7-week period, 
is given the opportunity to work at more 
than a hundred different jobs, covering a 
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wide range of related employment oppor- 
tunities. In addition, his social history 
and mental and physical functioning are 
thoroughly investigated.” 


The study thus far includes 110 cere- 
bral palsied whose average age is 22 
years. Persons selected for the study 
were considered to have serious employ- 
ment problems by the New York State 
Division of Vocational Rehabilitation. It 
was found that 60 percent of the group 
demonstrated employment potential. The 
remaining 40 percent could not meet com- 
petitive industrial standards because of 
physical, mental, or emotional difficulties. 
Also noted was the fact that 52 percent 
displayed behavior deviations that affect- 
ed maximum performance. The majority 
of the cerebral palsied studied were not 
ready to make the transition from school 
to work. They had no idea of the kind 
of work they could do nor did they un- 
derstand the responsibilities placed upon 
an employee or the demands of a work 
situation. Anxiety concerning inability to 
compete with the normal population was 
noted in 75 percent. Undoubtedly, this 
was an important reason for the high 
proportion of behavior maladjustments. 


It was also found that those in the 
group that did not demonstrate employ- 
ment potential were more physically or 
mentally handicapped than the others. 
In addition, the more impaired group 
generally displayed more acute emotional 
difficulties. These findings indicate that 
a proportion of the cerebral palsied are 
too handicapped physically to be able to 
compete under normal industrial condi- 
tions. This creates a severe and irre- 
solvable vocational problem unless some 
special resource is established to meet 
these employment needs. In some in- 
stances this might be a sheltered work- 
shop, a homebound work program, or, 
for those very severely involved, a recre- 
ational or diversional program. The study 
indicates that the inability to adjust voca- 
tionally is due, in part, to the lack of 
vocational facilities. This limitation is a 
major contributing factor which intensi- 
fies the behavior disorders prevalent in 
the adult cerebral palsied. It was noted 
that the young person who is severely 
handicapped does not display the extent 
of personality deviation that is apparent 
in the older person who has been idle 
for many years. 


As pointed out in a previous section, 
there are few vocational training oppor- 
tunities for the cerebral palsied. In the 
group that demonstrated employment po- 
tential, 92 percent had not received any 
vocational training, although. 32 percent 
had completed high school. This factor 
is particularly serious for the habilitant 
whose experience is so restricted. Ade- 
quate training, even if it is at the lowest 
skill level, can instill in the individual a 
feeling of personal worth and confidence. 
It also can help the cerebral: palsied to 
learn the importance of taking responsi- 
bility, of following instructions, and of 
getting along with others. These are basic 
factors in making a satisfactory vocation- 
al adjustment and are important in the 
habilitant’s development. 


Vo. 57, Marcu 1958 


for Renal Pain Relief 


MUSCLE SPASM 


BACTERIOSTASIS 


_Double-Quick 
Dual-Powered 


urised 


Chimedic 


In urinary tract infections, URISED’s double-quick 

and dual-powered formula provides instant pain relief and 

prolonged effectiveness. 
RELAXES PAINFUL = In minutes—uRISED relaxes and relieves painful smooth muscle 
spasm through the parasympatholytic action of atropine, 
hyoscyamine and gelsemium. Spasm is quickly overcome, 
emptying of the bladder facilitated, urinary retention minimized. 
PROVIDES POTENT  /n minutes—URISED’s methenamine, salol, methylene blue 
and benzoic acid police the urinary tract to combat bacterial 
growth, reduce bacterial and pus-cell content, and 


encourage healing. 

URISED’s double-quick antispasmodic and pain-relieving 
action is coupled with similar swiftness in relieving urgency, 
dysuria, frequency, and burning. 


SAFE = urisED may be confidently prescribed for treatment of Cystitis 
Pyelitis + Prostatitis - Urethritis - Other Urinary 
Infections » There is virtually no danger of untoward reactions. 


Send for literature and clinical trial supply of URISED 
CHICAGO PHARMACAL COMPANY 


SUPPLIED: Botties of 5547 N. Ravens 
900, 1900, 2080 wood Ave., Chicago 40, lilinois 
Pacific Coast Branch 
381 Eleventh St., San Francisco, Calif. 
community problems, edited by Cruikshank and 
Ref erences Raus, Syracuse, N. Y., Syracuse University 


1. Perlstein, M. A.: Infantile cerebral palsy. 
In Advances in pediatrics. Chicago, Year Book 
Publishers, 1955, vol. 7, (a) p. 209, (b) p. 236, 
(c) p. 237. 

"2. Perlstein, M. A., and Barnett, H. E.: Na- 
ture and recognition of cerebral palsy in infan- 
cy. J. A. M. A, 148:1389-1397, April 19, 1952. 

3. Altman, I.: On the prevalence of cerebral 
palsy. Cerebral Palsy Rev. 15:4-5, July-August 
1955. 

4. Caldwell, V. E.: Cerebral palsy advances 
in understanding and care. New York, N. Y., 
Association for the Aid of Crippled Children, 
1956, (a) p. 464, (b) p. 118, (c) p. 342. 

5. Deaver, G. G.: Cerebral palsy methods of 
evaluation and treatment. Rehabilitation Monogr. 
No. 9. New York, N. Y., The Institute of 
Physical Medicine and Rehabilitation, 1955, (a) 
p. 31, (b) p. 29. 

6. Denhoff, E.: Cerebral palsy medical as- 
pects. In Cerebral palsy, its individual and 


Press, 1955, (a) p. 65, (b) p. 64. 

7. Barnett, H. E.: Orthopedic surgery in cere- 
bral palsy. J. A. M. A. 150:1396-1398, Decem- 
ber 6, 1952. 

8. Schlesinger, E. B.: The value of muscle 
relaxants in disorders of muscle tone. Ann. 
New York Acad. Sc. 67:833-838, May 9, 1957. 

9, American Public Health Association: Serv- 
ices for children with cerebral palsy. New 
York, N. Y., 1955, p. 51. 

10. Glick, S. J.: Vocational, educational and 
recreational needs fer the cerebral palsied adult. 
New York, N. Y., United Cerebral Palsy of 
New York City, 1953, p. 40. 

11. New York State Joint Legislative Com- 
mittee: Report. The problem of cerebral palsy. 
Legislative Doc. No. 55. Albany, 1949, p. 83. 

12. Moed, M., and Klincewicz, W.: Dynamic 
community approach to the vocational problems 
of individuals who have cerebral palsy. Cere- 
bral Palsy Rev. 16:17-76, May-June 1956. 


125 


urb- 
aly- 
that 
alsy 
nts, 
lea 
who | 
: 
iced 
cal- 
low 
et 
is 
dis- 
ome 
uit- 
te 
uld 
ble 
uld 
ess 
to- 
ties | — 
ec- 
and | 
ter 
the | 
of | 
yer | 
he 
ni- | 
| 
jut % 
1S- | 
re 
dy 
6 
16 | 
| 
nd 
n- | 
d, 
re 
ee 


Hore Ut 


Naturally, it can be AUTOCLAVED 


Don’t compromise package safety or blade qual- 
ity. The B-P STERILE Rib-Back BLADE package 
provides both—on the outside an easily opened 
PUNCTURE PROOF envelope that can be auto- 
claved if desired . . . on the inside a STERILE 
Rib-Back BLADE of the same superior carbon 
steel you have always enjoyed. 


CARBON steel—the BEST for FINE cutting edges 


After all, the first consideration is cutting effi- 
ciency no matter how the blade is packaged— 
and cutting efficiency is exactly what you get 
with the ‘only’ B-P Rib-Back Surgical Blade, 
whether your preference in packaging be . . . 


B-P STERILE pack Rib-Back BLADES 


B-P RACK-PACK® Rib-Back BLADES 


B-P CONVENTIONAL pack Rib-Back BLADES 


BARD-PARKER COMPANY, INC. 
Danbury, Connecticut 


BARD-PARKER RIB-BACK BLADES — ALWAYS YOUR BEST SUY IN PERFORMANCE 
SUPPLIED IN THE PACKAGE TO MEET YOUR REQUIREMENTS 


International 
variations 
in mortality* 


Although differences in mortality be- 
tween countries have been diminishing 
in the past few decades, wide interna- 
tional variations -are still observed. For 
example, in Norway, Sweden, and the 
Netherlands the age-adjusted death rate 
for males was less than 9 per 1,000 in 
1954, while in Finland, Sweden’s neigh- 


*Reprinted from Statistical Bulletin, Metro- 
politan Life Insurance Company, October 1957. 
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bor, and Japan the corresponding rate 
was somewhat over 13 per 1,000. If re- 
liable data were available for the under- 
developed countries of the world, many 
would undoubtedly show even higher 
levels of mortality. 

The United States occupies an inter- 
mediate position with respect to mor- 
tality among males, the death rate among 
our white males being 10.6 per 1,000 in 
1954. On the other hand, the mortality 
record for white females in the United 
States is close to the best in the world. 
Their death rate adjusted for age differ- 
ences in the population was only 6.9 per 
1,000; Norway alone had a lower female 
mortality (6.4). 

Each of 19 countries studied shows a 
higher death rate among males than 
among females, but the sex ratio varies 


from one country to another. The widest 
differences are found in the United 
States, England, and France, where the 
ratio of male to female mortality is 1% 
to 1. At the other end of the scale, are 
Denmark, Sweden, and Israel, where the 
mortality among males exceeds that for 
females by 20 percent. 

International data on mortality from 
specific causes are instructive, even 
though they are not strictly comparable. 
The variations are influenced by the gen- 
eral level of medical practice, modes of 
certifying causes of death, and classifica- 
tion procedures. 

The cardiovascular-renal diseases are 
a dominant item in the mortality of in- 
dustrialized countries throughout the 
world. The proportion that this group 
of diseases is of the total mortality 
ranges from nearly one third in France 
and Japan to more than one half in the 
United States, Canada, Scotland, Aus- 
tralia, and New Zealand. The age-ad- 
justed death rate from the cardiovascu- 
lar-renal diseases among males in 1954 
was as low as 336 per 100,000 in Nor- 
way and as high as 641 in Scotland, the 
rate in the United States being 584; 
among females the range was from 247 
per 100,000 in France to 483 in Scotland, 
the corresponding rate in our country 
being 381. Our record for the cardio- 
vascular-renal diseases is comparatively 
less favorable than that for all causes 
combined. Although the United States 
ranks 8th with respect to total mortality 
among males, it is in 16th place for the 
cardiovascular-renal diseases; the dis- 
parity in ranking is even wider for fe- 
males, their position dropping from 2d 
to 13th place. 

The mortality from cancer and allied 
conditions (malignant neoplasms) _like- 
wise varies considerably from one coun- 
try to another. Among males, the death 
rates in 1954 were lowest in such widely 
separated countries as Sweden (134 per 
100,000), Israel (136), Italy (138), and 
Japan (140), and highest in Scotland 
(213) and Finland (216). Among females, 
the mortality from this cause ranged 
from 106 per 100,000 in Japan to 169 in 
Denmark. In every country but Israel, 
the cancer death rate was greater for 
males than for females. 

Throughout the world, marked prog- 
ress has been made in reducing the death 
toll from the infectious conditions. As a 
consequence, such diseases as pneumonia 
and tuberculosis, which not many dec- 
ades ago loomed large in the total mor- 
tality, now account for only a relatively 


. minor proportion of all deaths in many 


countries. In the United States, for ex- 
ample, the age-adjusted death rate from 
pneumonia in 1954 was 25 per 100,000 
among white males and 16 per 100,000 
among white females—less than 3 percent 
of the total mortality in each sex. The 
death rate from tuberculosis of the re- 
spiratory system among our white fe- 
males is down to the extraordinary low 
level of 4 per 100,000, and the experience 
in our country is not unique. 

Very few of the countries under re- 
view have a higher accident rate than 
the United States or Canada. The un- 
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enviable record for these two countries 
results largely from their comparatively 
high motor vehicle accident mortality. 
Only Australia and Germany show 
greater death rates from this cause 
among males; the United States and 
Canada had the poorest record with re- 
spect to the frequency of motor vehicle 
accidents among females. 

The suicide rate is subject to particu- 
larly wide international variations. Among 
males, the death rate from this ‘cause 
ranged from a high of 34 per 100,000 
in Finland, and 32 in both Japan and 
Switzerland, to 6 per 100,000 in Israel. 
Among females, the suicide rate varied 
from 19 per 100,000 in Japan to 2 in 
Norway. 


Progress report on 
air pollution*® 


Vernon G. MacKenzie, B.S. 


Assistant Chief, Research and Development 
Division of Sanitary Engineering Services 
Public Health Service 


Air pollution, in its modern form, may 
be taken as a prime example of newly 
developing public health problems asso- 
ciated with increased urbanization, in- 
tensified industrial activity, greater use 
of transportation, fuel usages, and refuse 
disposal practices. Activities of this kind, 
connected as they are with modern urban 
living and a higher standard of living, 
are essential and beneficial to organized 
society; the problems they create, there- 
fore, are strikingly characterized by the 
fact that they are not solely detrimental 
to public health. And, too, unlike the 
older problems of communicable diseases, 
these new problems cannot be “stamped 
out.” They must, however, be controlled 
and kept within safe bounds. 


Several factors contribute to the in- 
creased complexity of the air pollution 
problem: changes in fuel usages, in- 
creased per capita use of energy, and 
increased per capita consumption of ma- 
terials. A revolution in fuel usage has 
occurred in the last half century. In 1900, 
90 percent of the fuel energy in the 
United States came from solid fuels; to- 
day, 70 percent comes from liquid and 
gaseous fuels. Equally striking has been 
the huge amount of energy made avail- 
able to us, and the greater per capita 
use of raw materials and of finished 
products from them. Visible smoke pol- 
lution problems, which could be abated 
by relatively simple measures, have been 


*Abridged reports from the 56th Conference 
of the Surgeon General of the Public Health 
Service and the Chief of the Children’s Bureau 
with the State and Territorial Health Officers, 
Mental Health Authorities, and Hospital and 
Medical Facilities Survey and Construction 
Authorities, November 3-8, 1957, Washington, 
D.C. Reprinted from Public Health Reports, 
January 1958. 
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"It happened 
at work 
while he 

was putting 
oil in 
something” 


"He told 
Mom his 
shoulder 
felt like 
it was on 
fire" 


"He couldn't 
swing a bat 
without’ 
hurting" 


"But Boctor 
gave him 
some nice 
pills -- and 
the pain 
went away 
fast" 


"Dad said 
we'd play 
ball again 
tomorrow 
when he 
comes home" 


AND THE PAIN 
WENT AWAY FAST 


FOR PAIN 


ercodan 


of TAB LETS 


“ACTS FASTER... 
usually within 5-15 minutes 


LASTS LONGER 
usually for 6 hours ora 


MORE THOROUGH RELIEF... 
permits uninterrupted sleep through the ni 


RARELY CONSTIPATES. 
excellent for chronic or bedridden 


NEW 


Percodan- 


VERSATILE 


of dihydrohydroxycodeinone and homatropine. 


AVERAGE ADULT BOSE: 1 ait May 
pharmacies. 


Richmond Hill 18,New York 


“U.S. Pat. 2,628,185 


superseded by the more complex problems 
of contamination by gases, vapors, and 
miscellaneous particulate emissions. 

Air pollution problems are widespread 
throughout the United States. One sur- 
vey has estimated that 10,000 communi- 
ties in this country are affected by air 
pollution. The magnitude of local prob- 
lems ranges from contamination produced 
by a single factory stack to “smogs” 
spreading and mixing over entire metro- 
politan areas. 

Evidence of damage to livestock, vege- 
tation, and physical structures by various 
air pollutants is reasonably well docu- 
mented, although incompletely under- 
stoed. Economic losses from such causes 
have been estimated at more than $1.5 
billion per year. 

Equally well documented is the fact 


that air pollution can cause personal dis- 
comfort, such as eye and respiratory 
irritations, or even human illness and 
death under conditions unfavorable to the 
atmospheric dilution and dispersion of 
contaminants. Of perhaps equal public 
and professional concern, although with- 
out documentation, has been the potential 
long-range effect of pollutants on human 
health. Although the evidence of causa- 
tive relationships between specific atmos- 
pheric contaminants and the effects upon 
humans is incomplete, the intensity of 
pollution has impelled undertaking air 
pollution controls in many areas even in 
the absence of knowledge on specific 
etiological relationships. 


AIR POLLUTION AND THE LAW 
Local ordinances for the control of air 
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wiTHOUT ACTH SIDE EFFECTS 


wiTHOUT ACTH SIDE EFFECTS 


Salimeph-C’ 


SALIMEPH-C, specially developed for relief of the pain-spasm-pain 
cycle in musculo-skeletal disorders, exerts a powerful ACTH-like 
action without its undesirable side effects. 


SALIMEPH-C’s active ingredient, like ACTH, acts on the anterior 
pituitary and the adrenal cortex. Both exert antipyretic, anti- 
inflammatory, and anti-rheumatic effects. 


BUT HERE THE “KINSHIP” ENDS 
SALIMEPH-C produces no hypertension, no hirsutism, no edema, 
acne or psychotic reactions or other side effects common to ACTH 
and CORTISONE therapy. 


In the SALIMEPH-C formula the anti-rheumatic action of 
Salicylamide is coupled with the profound skeletal muscle relaxant, 
Mephenesin. Generous quantities of Ascorbic Acid replenish the 
Vitamin C lost during debilitating diseases and anti-rheumatic 


therapy. 


SALIMEPH-C rapidly relieves the pain which causes the spasm 
and relaxes the spasm which causes the pain in rheumatoid 
arthritis, myositis, torticollis, bursitis, low back pain, osteoarthritis, 


sprains and strains. 


*Trademark Kremers-Urban Company 


FORMULA: 

Each yellow, scored tablet contains: 
Salicylamide................ 250 mg. 
250 mg. 
Ascorbic Acid.............. 30 mg. 


Prescribe with Confidence 
KREMERS-URBAN CO. MILWAUKEE 1, WIS. 
Ethical Pharmaceuticals Since 1894 


pollution have long been a part of Ameri- 
can government. The first smoke-contrel 
laws were adopted by Chicago and Cin- 
cinnati in 1881. Comprehensive control 
of air contaminants, however, is a recent 
development. The major impetus in the 
enactment of air pollution control legis- 
lation has come since World War II. 
In a recent study, it was found that 
more than 80 percent of the ordinances 
of 110 cities, representative of various 
population sizes, have been enacted with- 
in the last 15 years. Further evidence of 
the growth of local programs is afforded 
by the Directories of Governmental Air 
Pollution Agencies published in 1955 
and 1957, the number of local agencies 
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listed increasing from 115 to 279 in the 
2-year period. 

On the State level there has long been 
a history of sporadic ad hoc activity of 
technical study in connection with spe- 
cific air pollution problems, principally 
by State industrial hygiene organizations. 
Recently, however, there has been in- 
creasing interest in the organization of 
State programs explicitly authorized by 
statute. The first of these laws was 
passed in Oregon in 1951. It established 
an air pollution authority in the Oregon 
State Board of Health with powers to 
study and legally enforce all aspects of 
air pollution. Similarly comprehensive 
legislation in Massachusetts and New 


Jersey followed in 1954. A State air pol. 
lution program was authorized in Calj- 
fornia in 1955 and in 1957 in seven 
additional States (Colorado, Delaware, 
Florida, Minnesota, New York, -Ohio, 
and Washington) and the Territory of 
Hawaii. 

The circumstances contributing to the 
enactments differ from State to State, 
resulting in considerable variation in the 
laws, and there has been but little oper- 
ating .experience under them. Several 
features of these laws, however, deserve 
mention: 

1. All of the laws would apparently 
authorize studies and technical assistance 
for local problems. 

2. Ten of the twelve enactments ex- 
tend coverage to all air pollution prob- 
lems; two would restrict the authority 
to instances detrimental to public health, 

3. Eight of the twelve laws provide 
for some legal control of air pollution 
on a State level. 

4. In every instance, the State health 
department is named as the operating 
agency; in five instances, a board, com- 
mission, or authority is also established 
with interests other than health repre- 
sented. 

Only one legislative step has been 
taken in relation to an interstate air 
pollution problem. Under legislative au- 
thority enacted by the States of New 
Jersey, New York, and Connecticut, and 
ratified by Congress in 1956, the Inter- 
state Sanitation Commission is studying 
the interstate problem in the New York- 
New Jersey area and will report to the 
legislatures of these two States. 

If there is any lesson to learn from the 
history of State and local air pollution 
control legislation to date, it is that the 
individual law or ordinance should be 
tailored to the situation and take into 
consideration the varying circumstances 
and needs of the jurisdiction involved. 


PUBLIC HEALTH SERVICE PROGRAM 


The Public Health Service program 
on air pollution, authorized by the 1955 
act, is now in its third year. The act 
authorized a 5-year program of research 
and technical assistance at a maximum 
annual cost not to exceed $5 million. It 
specifically reserved to the States and 
local governments the responsibility for 
legal control of air pollutants. Approxi- 
mately $8.5 million has now been appro- 
priated under the act, $1.75 million in 
1956, $2.75 million in 1957, and $4 million 
in 1958. 

The major emphasis in the program 
is on research, Approximately 80 percent 
of the resources are devoted to this pur- 
pose, and the remaining 20 percent are 
used for training and technical assistance 
on specific problems. From another view- 
point, approximately 60 percent of the 
available budgetary resources are devoted 
to physical. science and engineering con- 
trol studies and 40 percent to studies on 
the effects of pollutants on health. From 
a third viewpoint, about 45 percent of the 
program resources are used for intra- 
mural Public Health Service activities, 
with the remainder divided about equally 
between outside grant and contract stud- 


Journat A.O.A. 


t 
° 
| | 

| 
ACTH-Like Action 

| 

| 
WITH | 
Our ACTH SIDE EFFECTS 


SALICYLATE 


(Brand of carbazochrome salicylate) 


As one clinician states: “Blood loss 
may be hidden temporarily after closure 
of the thoracic or abdominal cavities, 
even though drains are in place. Ob- 
struction to outflow through these drains 
can occur, and bleeding is not apparent. 

“There are certain clinical situations 
in which prolonged and profound ooz- 
ing of blood may occur.’””! 

Published reports?‘ over the last five 


years emphasize the value of Adrenosem 
preoperatively—to control oozing and 
bleeding and provide a clearer opera- 
tive field. 

Adrenosem does not affect blood pres- 
sure, cardiac rate or output, blood clot- 
ting mechanism, massive hemorrhage, 
or arterial bleeding.’ 


Supplied in ampuls, 
tablets and as a syrup. 


“U.S. Pat. 2581850, 250629 
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has been especially effective when used preoperatively 


2 procedures‘ over a period of two years. 


Case #2 Left cheek untreated 


BRISTOL, TENNESSEE + NEW YORK 


1. Dripps, R.D.: Hazards of the Immediate Post- 
operative Period, J.A.M.A. 7:795 (Oct. 19, 1957) 
[This reference reviews postoperative hazards, 

> and does not refer to Adrenosem Salicylate] 

mn 6.2. Ersner, M.S., and Lerner, S.S.: M. Clin. North 

America 40:1749 (Nov., 1956) 

8. Peele, J.C.: Further Observations on the Use of 
Adrenosem Salicylate in the Control of Hemorrhage 
from the Nose and Throat, N. Carolina M.J. 17:98 
(March, 1956) 


The photographs below are of two typical cases in 200 dermabrasion 


Write for literature describing the action ana uses of Adrenosem Salicylate 


THE S. E. MASSENGILL COMPANY 


. Brown, W.S.: The Use of Adrenosem Salicylate to 


. Wilkins, B.D.: Gastrointestinal Bleeding as Seen by 
. Orzac, E.: Medical Care of the Child Patient Before 


. N.N.R., 1957, p. 265 


SALICYLATE 


Gon #1 Right cheek, after treatment with 
Adrenosem 


Case #2 Right cheek, after treatment with 
Adrenosem 


KANSAS CITY «© SAN FRANCISCO 
Control Postoperative Bleeding in Plastic Surgery: 
Dermabrasion, Northwest Medicine. In Press. 
the Proctologist, J.A.M.A. 163:1214 (April 6, 1957) 


and After Adenoidectomy and Tonsillectomy, N.Y. 
State J. Med. 55:886 (Mar., 1956) 
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jes. All grants and contracts are on a 
project basis; the act does not authorize 
general support or formula-type grants. 

Although much of the research is nec- 
essarily of long-term character, some 
results are already appearing in reports 
and publications concerned with the iden- 
tification and measurement of pollutants 
in the atmosphere, the factors affecting 
the behavior and dispersal of pollutants 
in the atmosphere, the effects of air pol- 
jutants, and means for their abatement. 

Work under way on improved methods 
of analysis has led to a promising de- 
velopment for continuous monitoring of 
fluorides and an improved smoke inspec- 
tion guide for use by local authorities. 
Other areas in which progress is being 
made include tracing pollutants to spe- 
cific sources, filter fabrics for high tem- 
perature gas streams, and improved de- 
sign for refuse incinerators. 


The lack of basic data on the nature 
of air pollution has led to the creation of 
the National Air Sampling Network 
covering 110 urban and 25 non-urban 
sites. This network, operated in cooper- 
ation with States and communities, may 
provide data on air pollution which can’ 
be correlated with geographic, demo- 
graphic, meteorologic, and other varia- 
bles. 

That part of the program concerned 
with the effects of air pollution on human 
health has initiated toxicological studies 
to determine the effects of pollutants on 
animals and biological systems, and clini- 
cal and epidemiological studies to de- 
termine the effects on human beings. The 
compilation and publication of mortality 
data by cause of death for 163 metro- 
politan areas have provided an important 
working tool for use in this and other 
fields of study. Another example of medi- 
cal research recently initiated is a study 
undertaken in cooperation with the Na- 
tional Cancer Institute and the University 
of Southern California on the carcino- 
genicity of aliphatic and aromatic frac- 
tions of air pollution samples collected 
in eight metropolitan areas through the 
National Air Sampling Network. 

In the 2 years since the initiation of 
the air pollution program, several hun- 
dred requests for technical assistance on 
general and specific air pollution prob- 
lems have been received from State and 
local government agencies and other or- 
ganizations. The assistance provided by 
the Service has depended, of course, on 
the resources available and has varied 
from limited consultation to assigning 
personnel to work cooperatively with 
State and local agencies. 

Staff members have been assigned to 
studies in the States of Connecticut, 
Washington, California, and Tennessee, 
and in Louisville, New York, Los An- 
geles, Philadelphia, and other areas. The 
cooperative State surveys which have 
been made in Connecticut, Washington, 
and Tennessee have, I believe, demon- 
strated a means of appraising the state- 
wide air pollution problem at reasonable 
cost. 

In addition to the direct technical as- 
sistance activities of the Service, demon- 
stration project grants have been provided 
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treat 
the 
causes 
of constipation 


faulty digestion 
insufficient flow of bile 
poor muscle tone 
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Caroid and Bile Salts tablets help correct: 
Faulty digestion — The enzyme, Caroid, improves protein digestion up 


Insufficient flow of bile — Bile salts increase the flow of bile to main- 
tain normal water balance in the colon for soft, well-formed stools — 


Poor muscle tone — Two gentle laxatives working synergistically pro- 
vide mild stimulation of the upper and lower bowel. 


Irregularity — Caroid and Bile Salts with its (©) digestant ©)choleretic 
® stimulant laxative action encourages normal daily bowel function. 


1450 BROADWAY, NEW YORK 18, N.Y. 


CAROID® and BILE SALTS TABLETS ot”; 


make it a routine practice to have only “regular” patients 


for study of local and regional problems. 
Such grants have been made to the State 
health departments of California, Colo- 
rado, Illinois, and Indiana, to the city- 
county health unit of El Paso, Tex., the 
Interstate Sanitation Commission, and 
Oregon State College. Other demonstra- 
tion project grant applications are pend- 
ing. 

To assist in the alleviation of the 
shortage of technical personnel trained in 
air pollution research or control, the 
Service has been conducting short-term 
training courses at the Robert A. Taft 
Sanitary Engineering Center in Cincin- 
nati; more than 500 trainees attended the 
training courses during the last fiscal 
year. In addition, the Service has made 
grants to 10 universities distributed across 


the country for initial development and 
support of graduate level curriculums, 
and for a limited number of traineeships. 
With 2 years of the program com- 
pleted, a considerable volume of results 
from the various studies undertaken are 
beginning to flow in. The Service hopes 
to make this information available at the 
earliest feasible date. Consequently, a 
more formal system will shortly be in- 
augurated for disseminating information 
derived from the Service’s direct air pol- 
lution studies and from grants and con- 
tracts which it is supporting. Reports of 
a general nature together with lists of 
projects undertaken and other reports, 
publications, bibilographies, conference 
proceedings, and similar informational 
material will be available shortly. 
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WIGRAINE 


TABLETS AND SUPPOSITORIES 


When taken at the first indication 
of symptoms, Wigraine tablets and 
suppositories relieve vascular head- 
aches (e.g., migraine) completely. 
The uncoated Wigraine tablet dis- 
integrates quickly, acts promptly. 
Wigraine suppositories are useful 
for those patients who experience 
nausea and vomiting as an early 
symptom. 


Wigraine combines ergotamine tar- 
trate and caffeine to relieve vascu- 
lar head pain by vasoconstriction; 
belladonna alkaloids’ antispasmodic 
action for nausea and vomiting; and 
the analgesic action of acetophene- 
tidin for residual occipital muscle 
pain. 


Incidence of 
infectious hepatitis 
decreasing* 


The reported incidence of infectious 
hepatitis in the United States has been 
decreasing for three successive years. In 
1954, more than 50,000 cases of the dis- 
ease were reported; the total in 1957 is 
estimated at less than one third that num- 
ber. Just prior to this decline, however, 
reported cases rose abruptly-—-from less 
than 17,500 in 1952 to nearly three times 
that figure two years later. 


*Reprinted from Statistical Bulletin, Metro- 
politan Life Insurance Company, December 1957. 
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*87.5% hyoscyamine, 12.5% atropine, as sulfates 


Formula: Each Wigraine tablet and 
suppository contains 1 mg. ergota- 
mine tartrate, 100 mg. caffeine, 0.1 
mg. 1-belladonna alkaloids,* and 130 
mg. acetophenetidin. 

Supplied: Wigraine Tablets, individ- 
ually foil-stripped and packaged in 
boxes of 20 and 100. Wigraine Sup- 
positories, individually double- 
wrapped in clear plastic boxes of 
12. Send for complete descriptive 
literature. 


Organon Dne. 


ORANGE, N. J. 


Unlike the wide fluctuations which have 
occurred in the reported incidence of in- 
fectious hepatitis, the mortality from the 
disease has remained stable. The number 
of deaths has varied so little in the period 
1952-55 that the death rate from the dis- 
ease has remained at 0.5 per 100,000 pop- 
ulation. One likely explanation for the 
divergence in morbidity and mortality 
trends is that the sharp rise in reported 
cases was in large measure an artifact, 
reflecting the increasing completeness of 
reporting; nationwide reporting of the 
disease began in 1952. It is expected that 
when the national mortality figures for 
1956 and 1957 become available, they will 
show a decrease. 


The geographic variations in the trend 
of infectious hepatitis cases provide fur- 
ther evidence that the rise between 1952 


and 1954 was largely spurious. Each geo- 
graphic region of the country recorded 
an increase in cases in this period, but 
the rise ranged from 4 percent in the 
East South Central States to more than 
570 percent in the West South Central 
States. In general, the areas with the 
lowest case rates in 1952 showed the 
largest increases. The downward trend 
in cases since 1954, on the other hand, 
varied only moderately from one region 
to another. 

In 1956, the reported cases of infectious 
hepatitis varied from 5.1 per 100,000 pop- 
ulation in the South Atlantic States to 
27.0 in the Mountain States. The areas 
with the next highest case rates were the 
Pacific States (19.8 per 100,000) and the 
East South Central States (14.5). 

Infectious hepatitis constitutes a serious 
public health problem. Even now, the 
number of cases reported probably falls 
far short of the actual incidence, because 
in many instances symptoms may be too 
general or too mild to be identified. 
There are still no immunization proce- 
dures to prevent outbreaks of the disease 
and no specific methods of treatment. To 
bring infectious hepatitis under effective 
control will require much additional in- 
formation regarding its diagnosis, preven- 
tion, and treatment. 


Helping parents of 
handicapped 


children* 


Eleanor S. Reid 

Formerly Medical Social Consultant, 
Hospital School for 

Severely Handicapped Children, 
State University of Iowa 


Few, if any, parents know instinctively 
how best to help a handicapped child, and 
how best to handle the intense feelings of 
disappointment, guilt and resentment 
which pour over them when they realize 
that their child may never walk or talk, 
or learn, or love as other children do. 
Learning to live with their handicapped 
child, and with their feelings about him, 
imposes upon parents the necessity for 
tremendous spiritual growth and intellec- 
tual understanding. This does not come 
overnight. Finding out what the child 
needs and how to give it to him is a slow 
learning process. Parents need wise and 
patient guidance if the lesson is to be- 
come an integrated part of their thinking 
and being. 

Handicapped children belong to emo- 
tionally healthy and mature parents and 
to neurotic and insecure parents. Most 
often they belong to average parents who 


*Reprinted from Children, January-February, 
1958. 
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are able to withstand a moderate amount 
of stress and strain, but who may de- 
yelop serious problems of adjustment if 
the stress becomes very great. In other 
words, the typical parent of a handi- 
capped child is, like most of us, a person 
who can take just so much and no more. 
This parent is subject to great emotional 
strain, which may affect his ability to 
plan appropriately for his child and him- 
self unless relief in the form of counsel- 
ing and other professional services is 
available. 

Severely handicapped children do not, 
like normal children, “just grow.” The 
growth of a normal child is governed by 
an inner law of development. The child 
will “just grow”—as a physical being 
and as a personality—if granted a rea- 
sonably favorable physical and emotional 
environment. 

But the inner law of development 
which governs the growth of a child 
who was born with cerebral palsy, for 
example, has lost its reliability. Who, 
then, knows how it will operate? Cer- 
tainly not the child’s poor parents—at 
least, not at first. They are apt to be 
average—not exceptionally bright, not ex- 
ceptionally slow. They are familiar with 
the way their average children grow, and 
they are doing fairly well by them. But 
what now? Their little girl is 18 months 
old and she does not even crawl, or say 
“mama,” or feed herself cookies. The 
doctors say she will probably always be 
handicapped, but hasten to add that there 
is much that can be done to help her. 

It is that word “much” that does it. 
Remember, the little girl’s parents are the 
kind of people whose tolerance for stress 
is just average. They can take so much 
but no more. And here comes much more 
—hours of exercises, speech stimulation, 
assistance in feeding and dressing, plus 
days and weeks of discouragement and 
frustration when there seems to be no 
tangible reward for such a great invest- 
ment of effort. The goal? Well perhaps 
the little girl may, at some far distant 
day, reach that goal her brothers and 
sisters achieved without even trying— 
functional independence. 

On whom will the final responsibility 
for achieving this goal rest? Not on the 
child alone; only partially on doctors, 
nurses, social workers, and therapists. It 
will rest chiefly, in the long run, on the 
child’s parents. They are the ones who 
must face the major responsibility for 
stimulating artificially the physical and 
emotional development of a child whose 
natural potentialities for development 
have been disastrously tampered with. No 
wonder that a handicapped child’s par- 
ents often say, in one way or another: 
“This is too much to ask of me.” 


PARENTS AS PEOPLE 


There are many ways in which parents 
of handicapped children say “This is too 
much.” Social workers and nurses have 
heard them all again and again. 

When a parent of a handicapped child 
says, in effect: “But I have my own life 
to’ lead,” he means that the burden of his 
handicapped child is becoming too heavy 
and that he is asking, however indirectly, 
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for help. This reaction to stress is some- 
times labeled “parental rejection.” On the 
surface that is what it seems, but the 
professional person who looks further 
may find that it is a fairly wholesome 
response to an almost intolerable pressure. 

Twentieth-century American parents 
who read a great deal about child care 
in the periodicals are likely to come to 
the conclusion that our society regards 
them as less important than their chil- 
dren. Our child-centered culture expects 
parents to make great sacrifices in order 
to provide their children with “security” 
—that “elusive” goal of modern living. 
So saturated are most of us with the 
concept of the almightiness of the child, 
that we recoil when we hear a parent 


protest: “But I have my own life to live!” 
When we hear the parent of a handi- 
capped child say this, we recoil further. 
“How selfish and self-centered can a par- 
ent be?” we ask. 

A professional person should not be 
dismayed when a parent of a handicapped 
child protests: “But I have my own life 
to live!” After all, he speaks the truth. 
He is right, and he needs to be told he is 
right. He cannot be a good parent if he 
does not have some of the satisfactions 
and rewards which he needs as an indi- 
vidual in his own right. He cannot give 
up his whole life for his handicapped 
child and expect to be a well-adjusted, 
self-respecting, contributing member of 
society. 
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with the parents, usually over an extend- 
ed period of time. In some cases, this 
may require the combined efforts of a 
professional team, including doctors, psy- 
chologists, social workers, and _parent- 
education specialists. It also requires the 
professional person to participate in pub- 
lic-information campaigns. 

3. Securing adequate financial assist- 
ance for the care and treatment of a 
handicapped child means that the profes- 
sional person will probably have to refer 
the parents to the services equipped or 
responsible for meeting their needs. This 
may be a clinic for crippled children, run 
under public, semi-public or voluntary 
auspices, where medical care can be se- 
cured free or at low cost; or a local wel- 
fare department, service club, or volun- 
tary social agency which can help out 
with the expense of braces, wheelchairs, 
prostheses, or other appliances. 

Such services can go far toward re- 
storing to a parent his own life to lead 
as he sees fit. They do not take from a 
parent any of the rights or responsibili- 
ties which are inherent in his parenthood. 
They merely give him a little more time, 
a little more assurance, a little more se- 
curity, which he can share with his fam- 
ily and his community. Everyone benefits, 
particularly the handicapped child. 


UNSURE PARENTS 


Some parents have another way of say- 
ing that they need help. They say, “I do 
not have the patience to work with a 
handicapped child. I cannot give my lit- 
tle boy what he needs. I am too nervous.” 

A professional person who looks be- 
hind this statement may find that the 
child’s parents are young and unsure of 
themselves, and that grandma, experi- 
enced and very sure of herself, has taken 
over: she compulsively follows every or- 
der the doctor gives; having hours to de- 
vote to the child, she decides he might as 
well live with her and benefit from her 
determination and devotion; she exercises 
limbs, she fortifies diets, she stimulates 
speech; she does everything. 

In such a situation, the young parents 
feel more helpless than ever and decide that 
they can never be as adequate as they must 
be to meet the child’s needs. They have 
had so little chance to get to know their 
own child that he is a stranger to them. 
They find it increasingly difficult to find 


Professional persons must accept the 
task of lightening the load for such par- 
ents and giving them a chance to be free 
—free of guilt, remorse, and resentment 
and free of a 24-hour-a-day schedule of 
child care and therapy. We can say, in 
effect: “You do have your own life to 
lead, and you should be free to lead it. 
We will help you by sharing the physical 
burden, by giving you knowledge of why 
and how this happened so you won't feel 
so badly about it, and by finding adequate 
financial assistance for you so that the 
cost of medical care will not leave you 
bankrupt.” 

This approach involves the professional 
person in a threefold responsibility : 
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1. Sharing the physical burden may 
mean helping the parents secure admis- 
sion for the child to a treatment facility, 
a hospital school, a special camp, or a 
day center. In some instances, it may 
even mean helping the parents to make a 
decision in favor of a permanent institu- 
tionalization and acquainting them with 
appropriate facilities for long-term care. 
In either event, the professional person 
must share with the parents a sound 
knowledge of the resources available for 
handicapped children and must pave the 
way toward referral. 

2. Supplying the “know-why” and 
“know-how” involves the professional 
person in individual or group counseling 


a place in their lives for him. Eventually, 
he is deprived of normal family experi- 
ences, his parents feel guilty about their 
rejection and withdrawal, and grandma 
continues to overprotect him because of 
her own need to control and dominate. 
For this little boy personal relationships 
are badly snarled. He gets his therapy 
daily and his vitamins every morning. 
But he does not know who he is or where 
he belongs, and his disposition is deplor- 
able. 

This illustration does not mean that 
grandparents are not useful and necessary 
to the family of a handicapped child. It 
means, however, that there are grave 
dangers for the handicapped child inher- 
ent in any situation which takes ongoing 
responsibility away from the natural par- 
ents. 
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A similar situation sometimes develops 
when a handicapped child is placed in 
foster care by official authorities because 
his own parents are neglecting his physi- 
cal care. Like grandma, the foster par- 
ents may be determined to do everything 
just right. But foster homes often fade 
fast, since the care of handicapped chil- 
dren is more demanding than many foster 
parents ever dream. So these children 
all too often lose their foster parents. 
Who then takes their place? Who has 
been growing up to the ongoing responsi- 
bility of meeting their emotional needs? 
Not the parents—they have no permanent 
responsibility, and know it. 

The truth is, no one has grown up 
with the problem. The child’s own home 
is lost; the foster home is lost; the child, 
unfortunately, is probably lost, too. Too 
late we may recognize the hard, cold fact 
that half a home of his own is better for 
the child than no home at all, and that 
ineffective parents are better than none. 
The professional person’s task is not to 
find new parents for handicapped chil- 
dren—except in rare instances, substitute 
parents just don’t work out on a long- 
term basis—but whenever possible to help 
natural parents with their load so that 
they will be better able to carry it. 

Moral support is what insecure parents 
need and the offer of concrete services 
together with recognition that they have 
a hard row to hoe. Once granted respect 
by the community and relief from the 
burden of ignorance and debts under 
which some of them stagger, these par- 
ents often show a remarkable ability to 
handle responsibility which might once 
have been taken away from them. 


DENIAL OF REALITY 


There is a third way in which parents 
of handicapped children tell us that they 
are beginning to crack under the strain 
of their responsibility. With what ap- 
pears to be unrealistic optimism they say, 
“Billy is doing just fine. We are pleased 
with his progress.” 


Denial of reality as a reaction to stress 
is found among the parents of severely 
handicapped children, and_ especially 
among those whose physically handi- 
capped children are also mentally retard- 
ed. During such a child’s infancy, his 
parents may have gradually learned to ac- 
cept the fact that he is crippled. But this 
seems to be as far as they can go. As the 
child advances in chronological age but 
fails to advance mentally, the parents 
cannot accept the additional stress of a 
second disability, and, although they have 
been told repeatedly that their child is 
mentally retarded, they say, “We are con- 
vinced that our little boy is a bright child. 
It is only his physical handicap that holds 
him back.” 


It is true that the parents of the handi- 
capped must have help. But it must never 
be given in a patronizing “I know better 
—now you listen to me” way. In the final 
analysis, the parents know their child 
better than the professional person does 
and they’ll probably tell the truth about 
him if given a chance, for a defense 
usually crumbles in time before a truly 
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sympathetic listener. They'll need to be 
absolutely sure they are not in disrepute 
for past shortcomings, or that an honest 
confession will not be used to cut off 
their access to services. The professional 
person who understands that “he is doing 
just fine” is merely a defensive verbal 
barricade against deeply feared reality 
and not the expression of an unshakable 
conviction, will be better able to help. 
Of course, there are parents whose de- 
nial of reality becomes so extreme that 
only intensive psychotherapy can help 
them. The professional person has to find 
out how severe this reaction is before he 
can judge whether or not it can be han- 
dled successfully without psychiatric 


help. Nurses and social workers know 
that they are not competent to treat se- 
verely aberrant reactions in the parents 
they seek to help. But recognition of 
their limitations should not block them 
from doing what they can to ease anxiety 
in deeply disturbed parents. They need 
never be afraid to listen sympathetically 
to persons in distress. This may not help, 
but it will never hurt. Afterwards they 
will want to consult with a competent 
psychiatrist about the next step to take. 


THE HOPELESS 


Not so different from the unrealistic 
optimists are the unduly pessimistic par- 
ents who say, “It’s a lost cause.” They 
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are afraid to be hopeful lest their hopes 
be dashed. Fearing that they cannot sus- 
tain the emotional stress of another dis- 
appointment, they say, “We expect noth- 
ing. If progress occurs in our child, 
we'll regard it as a miracle.” 

These parents react to stress with a 
defeated attitude; they are afraid to keep 
trying. A professional person should re- 
member that when the parents of a handi- 
capped child sound a note of defeat they 
are probably trying to defend themselves 
against an overpowering fear. He should 
let them know that he knows how hard 
it is to be cheerful in the face of cruel 
disappointment. But he must turn the 
focus to the hopeful facts—the child’s 
strengths, his potential for improvement. 
He should offer services and let the par- 
ents know that a treatment center, a hos- 


pital school, a speech correctionist, or 
whatever is needed will share the burden 
of their fears and help them make appro- 
priate plans for their child’s habilitation. 
In such cases, nothing succeeds like suc- 
cess. When such parents learn about 
their child’s potentialities and about the 
services available and see the child im- 
proving under appropriate treatment, the 
truth frees them of their fear of failure. 
But always the professional persons must 
remember never to deviate from’ the 
truth, never to hold out unjustified hope. 


PROJECTION AND WITHDRAWAL 


There is a fifth way in which parents 
tell professional persons that they need 
help. They say: “It was all the doctor’s 
fault. He was careless when the baby 


was born,” or “He should have known I 
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was RH negative. The baby should have 
been transfused at birth,” or “It rung in 
my husband’s family.” 

Some of these parents are factually 
right. Some are very wrong. But what- 
ever the facts, they are reacting to stress 
by projecting blame for the cause of 
their predicament upon someone else. 
This relieves them of a sense of full re. 
sponsibility for their own actions and at- 
titudes, and so stands in the way of their 
planning a sound program for their 
child. Such parents need the kind of 
counseling which can help them express 
their feelings and free themselves of any 
sense of guilt they might have in regard 
to the child’s retardation. 

There is yet another way in which par- 
ents of handicapped children tell profes- 
sional persons that they need help. They 
simply do not say a word. They with- 
draw into their shells and do not talk 
about their child. They seem ashamed 
and sometimes even try to hide their im- 
perfect child from the world to avoid 
embarrassment. Such parents are saying, 
in their silent way, that they cannot car- 
ry the weight of their shame about their 
inability to produce a normal child. They 
see their offspring as a product of their 
own imperfections. The child is a con- 
stant reminder of their inadequacy. Lest 
this inadequacy be paraded before the 
world, the parents keep themselves and 
their child from society and the child 
grows up without normal social expe- 
riences. 

In its extreme forms, this type of 
withdrawal indicates deep-seated mental 
illness. In milder forms, the warm sup- 
port of a professional person can do 
much to encourage such parents to make 
normal social contacts for themselves and 
their child. “Ego-supportive treatment” 
is the term social caseworkers use to 
describe the process which seems to be 
most helpful in relieving the anxieties of 
those who tend to withdraw. The par- 
ents are warmly approved for any posi- 
tive steps they make toward regaining 
contact with society. They gain confidence 
in their own worth from the knowledge 
that their doctors, nurses, and social 
workers like them, esteem them, and care 
about them as individuals. With more 
self-assurance, they begin to appreciate 
the worth of their child, however handi- 
capped he may be. Having learned to 
relate in a new way to a person whose 
friendship offers them longed-for secur- 
ity, they find confidence to face the world. 


GUILT REACTIONS 


Some parents indicate when the strain 
of their burden is becoming too great by 
showing feelings of guilt in regard to 
the child’s handicap. “I blame only my- 
self,” they say. “It is not the child’s 
fault.” 

Some of these parents know why they 
feel guilty. They tell about not having 
secured proper medical care for a sick 
baby, or having allowed the child to go 
swimming during the polio season, or not 
having followed diet instructions during 
pregnancy, or having taken the child to a 
chiropractor instead of to a physician. 
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Others are pervaded through their whole 
being with a sense of guilt, the source 
of which they cannot name. The guilty 
feeling, then, may stem from deeply 
buried fears of religious or sexual error, 
the child’s handicap being regarded as a 
punishment from God for the parents’ 
sins. 

To care for a crippled child under a 
heavy burden of guilt is a heavy task. 
The guilt-laden parent needs immediate 
help. He needs counseling, education, 
services—everything that will help him 
regard the handicapping condition not as 
a punishment but as an accident. When 
his energies are no longer totally invested 
in inner conflict but free to make plans 
and find care for the child, then the 
whole family, including the handicapped 
child, stand to gain immeasurably. 


PARENTAL ATTITUDES 


These are a few of the ways in which 
families of handicapped children give 
warning that they are faltering under 
their burden and ask for help. Let us 
hope that the ears of doctors, nurses, and 
social workers will be tuned to hear the 
true meaning of what is being said, and 
that their professional services will be 
broad enough and flexible enough to meet 
the needs. For if the families of handi- 
capped children can be salvaged the chil- 
dren can probably be salvaged, too. But 
if the parents are lost, the cause is lost. 


Nonfatal accidents 
among youngsters* 


Accidental injuries occur with consid- 
erably greater frequency among boys 
than among girls, but only a relatively 
small proportion of the victims in each 
sex are hospitalized for their injuries. 
These are the conclusions drawn from a 
study of the experience of dependent 
children under age 20 of Metropolitan 
Life Insurance Company office and field 
personnel insured under the Company’s 
Group insurance program. The study re- 
lates to claims on which first benefit pay- 
ments were made during the three-year 
period from August 1953 through July 
1956. This experience is limited to cases 
involving surgery, whether hospitalized 
or not, and cases receiving treatment in 
a hospital, whether as inpatients or out- 
patients. 

The annual claim rate for -accidental 
injuries, including both hospitalized and 
nonhospitalized cases, was 59.5 per 1,000 
for males and 33.7 per 1,000 for females, 
a ratio of 134 to 1 in the age group 
under 20. However, the ratio of male to 
female rates varied markedly with age, 
increasing progressively from about 1% 
to 1 under age 5 to practically 3 to 1 at 
ages 15-19. These ratios reflect the fact 
that for males the lowest claim rate is 


*Reprinted from Statistical Bulletin, Metro- 
politan Life Insurance Company, October 1957. 
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at the youngest age group while among 
females it is at 15-19 years. 

In this experience, only one seventh 
of the injured were hospitalized for at 
least one night, the proportion being al- 
most identical for the two sexes. Among 
males the incidence of claims for acci- 
dental injuries requiring at least one 
night of hospitalization increased with 
advance in age, but the rates for females 
showed no definite pattern. 

The number injured in falls exceeded 
by a wide margin the number hurt in 
any of the other types of accident; this 
pertained both to cases hospitalized and 


to those without hospital stay. Falls ac- 
counted for two fifths of the hospitalized 
cases among males and for nearly one 
half among females. Motor vehicle acci- 
dents ranked second among the causes of 
accidental injury requiring hospitaliza- 
tion. The incidence of nonhospitalized 
motor vehicle accident injuries was some- 
what higher than that for the hospital- 
ized, yet this type of accident ranked 
only fourth as a cause of injury among 
the nonhospitalized cases. Outranking 
motor vehicles in the latter category 
were injuries caused by cutting and 
piercing instruments and those sustained 
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1957. To be published.) 
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in other transport accideuts, mainly those 
involving bicycles. 

For children under age 20 as a group, 
the average hospital stay per claim was 
5 days. For males, the average stay 
varied from a low of 4.6 days at ages 
5-9 to 5.6 days at ages 15-19. For fe. 
males, the range was greater—from 36 
days at ages 10-14 to 7.6 days at ages 
15-19. About 40 percent of all those hos- 
pitalized stayed only one day, 16 percent 
for two days, and 9 percent for three 
days. Only 13 percent stayed 10 days or 
more, but these cases accounted for 
about 56 percent of the total days of 
hospitalization in this study. 

Both the boys and the girls injured in 
motor vehicle accidents were hospitalized 
for about 10 days, on the average—longer 
than for any other common type of mis- 
hap. Those hospitalized because of in- 
juries sustained in falls stayed an aver- 
age of about four days. The average 
period of hospitalization for girls admit- 
ted because of burns appears to be rela- 
tively long, but it reflects mainly the 
extended hospital stay of only a few 
cases. On the other hand, short periods 
of hospitalization—averaging less than 
two days—were required by boys and 
girls admitted because of accidental poi- 
soning and by girls hospitalized because 
of transport accidents other than motor 
vehicle. 

For an appreciable number of children, 
more than one claim for accidental in- 
jury was submitted during the three-year 
period of observation. In fact, nearly 14 
percent of the boys and about 9 percent 
of the girls under age 20 who received 
benefits for an injury also received 
benefits for at least one subsequent in- 
jury during the same period. Of all the 
children who had a claim, about 10 per- 
cent had only one additional claim; a lit- 
tle more than 1 percent had two additional 
claims; only a negligible proportion had 
a total of four or more claims for acci- 
dental injury during the three-year 
period. 


Marked gains 


in industrial safety* 


American industry has been eminently 
successful in reducing the frequency of 
accidental death on the job. Although 
the number of employed persons in the 
United States has increased by about 15 
million in the past 15 years, the loss of 
life in occupational accidents has de- 
creased by nearly 3,000—from 17,000 to 
little more than 14,000. The occupational 
accident death rate per 100,000 workers 
decreased more than one third between 
1939-41 and 1954-56, that is, from 36.9 
to 23.9. 

Available data indicate that many in- 
dustries, both manufacturing and non- 


*Reprinted from Statistical Bulletin, Metro- 
politan Life Insurance Company, October 1957. 
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manufacturing, have improved their safe- 

record, some to a very marked degree. 
The transportation industry provides a 
notable example. The occupational acci- 
dent death rate for railroad engineers, 
firemen, conductors, brakemen, and other 
trainmen, as a group, dropped from 136.2 
per 100,000 in 1939-41 to 47.3 in 1954-56, 
or nearly two thirds. As is the case in 
most industries which have achieved an 
extraordinary reduction in accident mor- 
tality, the railroads have for many years 
given special and continuous attention to 
safety. Their program centers about 
three major activities: the development 
and use of safer equipment, efforts to ob- 
tain strict compliance with safety rules 
and practices, and safety education among 
those who use the railroads. 


In the past 15 years, workers in the 
petroleum industry, despite the potential 
hazards of fire and explosion, have expe- 
rienced a reduction of more than two 
fifths in their on-the-job accident fatality 
and permanent total disability rate. The 
rate for all departments combined—in- 
cluding exploration, drilling, and refining 
—dropped from 31.9 to 18.0 per 100,000 
between 1939-41 and 1954-56. Part of 
the improvement is attributable to tech- 
nological advances in the industry. A 
number of processes which in the past 
were controlled manually are now being 
monitored by means of instruments, with 
a consequent reduction in the proportion 
of workers engaged in hazardous tasks. 


Similarly, in the chemical industry the 
introduction of automatic machinery in 
many operations has apparently lessened 
the exposure of workers to accident haz- 
ards and toxic materials. The chemical 
companies which report their accident 
experience to the National Safety Coun- 
cil show a drop of nearly three fourths 
in the rate of fatalities and permanent 
total disabilities during the 15 years un- 
der review. The pulp and paper manu- 
facturing industry has done almost as 
well. 


Several of the more hazardous indus- 
tries have likewise made noteworthy 
progress in lowering the level of their 
fatal accident rate. One example is the 
coal mining industry, in which workers 
are subject to special hazards associated 
with working underground. The acci- 
dent death rate among coal miners in the 
United States decreased from 230.6 to 
166.7 per 100,000, or more than one 
fourth, between 1939-41 and 1954-56. The 
Bureau of Mines attributes the improve- 
ment, in part at least, to safer procedures 
and equipment, improved methods of 
mining, and to increased mechanization. 
The lumber and the electrical industries 
—other industries where comparatively 
high accident mortality still prevails—ap- 
pear to have reduced their fatal injury 
rate by approximately one third in the 
past 15 years, according to the experience 
of companies reporting to the National 
Safety Council. 


The progress made in industrial safety 
reflects the efforts of management and 
labor, Federal and State agencies, the 
National Safety Council, the American 


The new TYCOs Hand Model An- 
eroid offers you unparalleled con- 
venience for house calls. Especially 
when patient is very sick in bed. 
You apply cuff, then attach the gage 
with minimum disturbance to pa- 
tient. You hold the gage at any dis- 
tance or angle for greatest conven- 
ience in reading. 

The new TYCOS Aneroid has these 
other valuable features: 

@ Inflating bulb and air release 
valve are built right into the back 
of the gage. 

@ Balanced to fit comfortably in 
either hand. 


EASY TO ATTACH. Gage quickly connects 
to the Hook Cuff with a Luer Lock fitting. 
You'll like being able to hook the cuff on 
the arm before connecting the gage. 


Standards Association, and other groups. 
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PUBLISHING CO. 
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Best 


See front cover of this 


Journal for more details. 


W. B. Saunders Company 
West Washington Square 
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But much more remains to be accom- 
plished, particularly by those segments 
of industry which have lagged behind 
in promoting safety programs. Not only 
do accidents arising out of and in the 
course of employment still take an an- 
nual toll of about 14,000 lives, but they 
also result in more or less serious in- 
juries to two million workers each year. 


The following sources were used in the prep- 
aration of this article: Review of Fatal In- 
juries in the Petroleum Industry, published an- 
nually by the American Petroleum Institute; 
various reports of the United State Bureau of 
Mines; annual issues of the Accident Bulletin 
of the Interstate Commerce Commission; Acci- 
dent Facts, 1957 edition, and Accident Rates 
1955, both of which are published by the Na- 
tional Safety Council. 


Aspects of the 


suicide problem* 


The suicide rate in the United States 
has been exceptionally low in recent 
years. In 1952-55 the rate averaged 10.1 
per 100,000, or about 10 percent below 
the level for 1946-51, the years imme- 
diately following World War II. More- 
over, provisional figures for 1956 indi- 
cate that the frequency of suicide has 
fallen below 10.0 per 100,000 for the first 
time on record. 


The reduction in sui¢ide has extended 
to the entire range of ages in both sexes, 
when figures for 1953-55 are compared 
with those 15 years earlier. Among the 
white males the reduction was about one 
third in the broad age range 25-64 years, 
and was at least 20 percent in practically 
every other age group: Among white fe- 
males the downward trend in suicide was 
even more rapid. Under age 25 their rate 
in 1953-55 was less than half that in 
1938-40; at ages 25-44 the reduction ex- 
ceeded 40 percent, and even at ages 65- 
74 it was more than 25 percent. As a 
result of the more favorable trend among 
females, the sex ratio of the suicide rate 
increased at almost every age group. 


The sexes differ in the relative fre- 
quency with which they use various 
means to commit suicide. More than half 
of the white males who die by their own 
hand choose firearms as the means. 
Hanging and strangulation account for 
an additional one fifth, and poisoning for 
almost as large a proportion. All the 
other means—including drowning, the use 
of cutting and piercing instruments, 
jumping from high places—were together 
responsible for no more than one tenth 
of the suicides among the males. 


Among females, however, poisoning is 
the most common means of suicide, be- 
ing used in one out of every three cases. 
The barbiturates and other soporific sub- 


*Reprinted from Statistical Bulletin, Metro- 
politan Life Insurance Company, November 
1957. 


stances outranked the other poisons, ac- 
counting for nearly 15 percent of all 
suicides among females, compared with 
less than 3 percent of the total among 
males. Hanging and firearms, next in 
order, each were chosen in nearly one 
quarter of the cases. 

The relative frequency of suicide 
varies markedly with marital status, be- 
ing lowest for the married, somewhat 
higher for the single, and highest for the 
widowed and divorced. In 1949-51, the 
latest data available on this point, the 
age-adjusted suicide rate among white 
males, aged 20-74 years, ranged from 
slightly over 20 per 100,000 for the mar- 
ried to 80 per 100,000 among the di- 
vorced. The rate for single men was a 
little more than twice that for the mar- 
ried; the widowed had a suicide rate 
more than 3%4 times and the divorced 
nearly four times that for the married. 
Among white females the disparity in the 
frequency of suicide between the mar- 
ried and the unmarried was less pro- 
nounced, the rates ranging from 6.6 per 
100,000 for the married to 19.2 for the 
divorced. 

In general, the suicide rate in our 
country is lowest in the South and high- 
est in the West. In 1955 the rate varied 
from 7.9 per 100,000 in the East South 
Central region to 12.3 in the Mountain 
States and 14.9 in the Pacific region. The 
variation is wider when individual States 
are considered, the suicide rate in 1955 
ranging from 6.0 per 100,000 in Missis- 
sippi to 26.8 in Nevada. To a large ex- 
tent, the low frequency of suicide in the 
South reflects the high proportion of non- 
whites in the population there. The sui- 
cide rate for nonwhite persons in the 
country as a whole is only about one 
third that for the white population. 

Suicide, despite its reduced frequency 
in recent years, continues to be a major 
cause of death. In 1956 somewhat over 
16,000 people in the United States were 
reported to have died by their own hand. 
The studies being made by psychiatrists 
and investigators in the behavioral sci- 
ences may help to reduce this needless 
loss of life. 


Books received 


Books received for review during the 
period from January 5 to February 5, 
are listed below. Reviews will be pub- 
lished as space permits. 


OFFICE GASTROENTEROLOGY. By Al- 
bert R. Andresen, M.D., Clinical Professor 
Emeritus of Medicine, State University of New 
York College of Medicine at New York City; 
Attending Physician, Long Island College Hos- 
pital; Area Consultant in Gastroenterology, 
Veterans Administration. Cloth. Pp. 707, with 
illustrations. Price $14.00. W. B. Saunders 
Company, West Washington Square, Philadel- 
phia 5, 1958. 


THE PHARMACOLOGIC PRINCIPLES 
OF MEDICAL PRACTICE. A Textbook on 
Pharmacology and Therapeutics for Medical 
Students, Physicians, and the Members of the 
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Professions Allied to Medicine. By John C. 
Krantz, Jr., Professor of Pharmacology, School 
of Medicine, University of Maryland; Mem- 
ber of the General Committee of Revision of 
the United States Pharmacopeia; and C. Jelleff 
Carr, Senior Research Pharmacologist, Psycho- 
pharmacology Service Center, National Insti- 
tute of Mental Health. Formerly Professor of 
Pharmacology, School of Pharmacy, Purdue 
University and Professor of Pharmacology, 
School of Medicine, University of Maryland. 

4. Cloth. Pp. 1313, with illustrations. 
Price $14.00. The Williams & Wilkins Com- 
pany, Mount Royal and Guilford Avenues, 
Baltimore 2, Maryland, 1958. 


OPERATIVE SURGERY. Volume 5. Or- 
thopaedic Surgery. Under the General Editor- 
ship of Charles Rob, M.C., M.CHIR., F.R.C.S., 
Professor of Surgery, St. Mary’s Hospital, 
London; and Rodney Smith, M.S., F.R.C.S., 
Surgeon, St. George’s Hospital, London. Cloth. 
Pp. 371, with illustrations. Price $19.50. F. 
A. Davis Company—Medical Publishers—1914- 
16 Cherry Street, Philadelphia 3, 1957. 


CLINICAL HEART DISEASE. By Samuel 
A. Levine, M.D., F.A.C.P., Clinical Professor 
of Medicine, Harvard Medical School; Phy- 
sician, the Peter Bent Brigham Hospital, Bos- 
ton; Consultant Cardiologist, Newton-Wellesley 
Hospital; Physician, New England Baptist Hos- 
pital. Ed. 5. Cloth. Pp. 673, with illustra- 
tions. Price $9.50. W. B. Saunders Company, 
West Washington Square, Philadelphia 5, 1958. 


MOSBY’S REVIEW OF PRACTICAL 
NURSING. Ed. 2. Cloth. Pp. 354, with illus- 
trations. Price $4.25. The C. V. Mosby Com- 
pany, 3207 Washington Blvd., St. Louis 3, 
Missouri, 1957. 


GYNECOLOGIC AND OBSTETRIC PA- 
THOLOGY. With Clinical and Endocrine Re- 
lations. By Emil Novak, A.B., M.D., D.Sc. 
(Hon., Trinity College, Dublin; Tulane), 
F.A.C.S., F.R.C.0.G. (Hon.), Late Assistant 
Professor Emeritus of Gynecology, The Johns 
Hopkins Medical School; Gynecologist, Bon 
Secours and St. Agnes Hospitals, Baltimore; 
Fellow and Past President, American Gynecol- 
ogical Society; and Edmund R. Novak, A.B., 
M.D., Assistant Professor of Gynecology, The 
Johns Hopkins Medical School; Gynecologist, 
Johns Hopkins, Bon Secours, Hospital for the 
Women of Maryland, and Union Memorial 
Hospitals, Baltimore, Maryland. Ed. 4. Cloth. 
Pp. 650, with illustrations, Price $14.00. W. 
B. Saunders Company, West Washington 
Square, Philadelphia 5, 1958, 


A TEXTBOOK OF CLINICAL NEUROL- 
OGY. With an Introduction to the History 
of Neurology. By Israel S. Wechsler, M.D., 
Consulting Neurologist, The Mount Sinai Hos- 
pital, New York. Ed. 8. Cloth. Pp. 782, with 
illustrations. Price $11.00. W. B. Saunders 
Company, West Washington Square, Philadel- 
phia 5, 1958. 


ABNORMAL LABOR. By L. A. Calkins, 
M.D., Department of Gynecology and Obstet- 
rics, University of Kansas Medical Center, 
Kansas City, Kansas. Paper. Pp. 70, with il- 
lustrations. Price $2.75. Charles C Thomas, 
Publisher, 301-327 E. Lawrence Ave., Spring- 
field, Ill., 1958. 


THE POSTOPERATIVE CHEST. Radio- 
graphic Considerations after Thoracic Surgery. 
By Hiram T. Langston, M.D., Anton M. Pan- 
tone, M.D., and Myron Melamed, M.D. Cloth. 
Pp. 228, with illustrations. Price $8.00. Charles 
C Thomas, Publisher, 301-327 E. Lawrence 
Ave., Springfield, Ill., 1958. 


AN INVENTORY OF SOCIAL AND ECO. 
NOMIC RESEARCH IN HEALTH. 1957 
Edition. Health Information Foundation. Ed, 
6. Paper. Pp. 327. Health Information Foun. 
— 420 Lexington Ave., New York 17, 
1957. 


CARDIOVASCULAR COLLAPSE IN THE 
OPERATING ROOM. By Herbert E. Natof, 
M.D., Assistant in Anesthesia, University of 
Illinois, College of Medicine; and Max §, 
Sadove, M.D., Professor of Surgery (Anes- 
thesiology),. University of Illinois, College of 
Medicine; Head, Department of Anesthesiology, 
Research and Educational Hospitals, Chicago, 
Cloth. Pp. 197, with illustrations. Price $6.00, 
J. B. Lippincott Company, East Washington 
Square, Philadelphia 5, 1958. 


DRUGS. Their Nature, Action and Use. 
By Harry Beckman, M.D., Director, Depart- 
ments of Pharmacology, Marquette University 
Schools of Medicine and Dentistry; Consulting 
Physician, Milwaukee County General Hospi- 
tal and Columbia Hospital. Cloth. Pp. 728, 
with illustrations. Price $15.00. W. B. Saun- 
ders Company, West Washington Square, Phil- 
adelphia 5, 1958. 


HUMAN BIOCHEMISTRY. By Israel S. 
Kleiner, Ph.D., Professor of Biochemistry and 
Director of the Department of Biochemistry, 
New York Medical College, Flower and Fifth 
Avenue Hospitals; Formerly Associate, The 
Rockefeller Institute for Medical Research, 
New York; and James M. Orten, Ph.D., Pro- 
fessor of Physiological Chemistry, Wayne 
State University College of Medicine, Detroit, 
Mich. Ed. 5. Cloth. Pp. 808, with illustra- 
tions. Price $9.00. The C. V. Mosby Company, 
3207 Washington Blvd., St. Louis 3, 1958. 


*Spermicidal, moniliastatic, trichomonastatic. The evident increase in the incidence of moniliasis suggests regular use of a con- 
traceptive shown in the laboratory to be moniliastatic. Also, Lanteen jelly’s proven activity against trichomonas can aid in prevent- 
ing reinfection with this organism by the male partner. Lanteen contraceptive jelly enables all your patients to use continuously 
the preferred and safest contraception technique. Even problem patients do not have to change to the condom method or otherwise 
interrupt the diaphragm-jelly regimen. Now your patients can have triple protection with no extra cost. Lanteen jelly is not a treat- 
ment for clinically active moniliasis or trichomoniasis. Write for complete details on Lanteen’s triple protection. Lanteen jelly con- 
tains Ricinoleic Acid 0.50%, Hexylresorcinol 0.10%, Chlorothymol 0.0077%, Sodium Benzoate and Glycerin in a Tragacanth Base. 
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Changes of address and 


new locations 


Abshire, Paul L., from Bluefield, W. Va., to 16 N. Wabash 
Ave., Chicago 2, IIl. 

Adam, Virginia Dare, COPS ’56; 3060 Fletcher Drive, Los An- 
geles 65, Calif. 

Agnew, Harry R., from Pleasant Hope, Mo., to Ozark Osteo- 
pathic Hospital, 700 E. Sunshine, Springfield, Mo. 

Alexander, Joe P., from Spur, Texas, to 6 McGaha Village, Box 
1511, Abilene, Texas 

Anaradian, Leon, COPS ’56; 2110 Iris Way, Monterey Park, 
Calif. 

Ashmore, Robert E., from 5318 Military Road, to 2230 River- 
side Blvd., Sioux City 6, Iowa 

Ausmus, James cco 56; 625 N. E. Second St., 
Fla. 

Baba, Robert J., from Fort Lauderdale, Fla., to 15 Oak Ridge 
Road, West Paterson, N. J. 

Babcoke, Robert E., from Whittier, Calif., to 951 W. Whittier 
Blvd., La Habra, Calif. 

Bachman, Robert B., from 403 Savings & Loan Bldg., to 2240 
Stanton Ave., Des Moines 15, Iowa 

Bailey, Robert V., from Whittier, Calif., to 951 W. Whittier 
Blvd., La Habra, Calif. 

Baker, Robert S., from 11240 Camarillo Ave., to 11230 Mag- 
nolia Blvd., North Hollywood, Calif. 

Barnes, Margaret W., from Box 1345, to Bin 1050, Carmel, 
Calif. 

Barnovitz, Donald J., KC ’57; Metropolitan Hospital, 300 
Spruce St., Philadelphia 6, Pa. 

Bassett, Tefft T., from 210 E. Fayette St., to 112 Trinity Place, 
Syracuse 10, N. Y. 

Baxter, Donald A., PCO ’56; 26 Miller St., Warren, R. I. 

Bennett, Alfred J.. KC ’57; Wetzel Osteopathic Hospital, 105 
E. Ohio St., Clinton, Mo. 

Biondo, Marion F., KC ’57; Osteopathic Horpital of Kansas 
City, 926 E. 11th St., Kansas City 6, Mo 

Black, Albert L., Jr., KC ’57; McLaughlin Osteopathic Hospi- 
tal, 619 Townsend St., Lansing 15, Mich. 

Bochman, Bruce A., PCO ’56; 850 Lexington St., Waltham 54, 
Mass. 

Bolin, Wyman J., from Levelland, Texas, to Box 7, Wildwood, 
Fla. 


Borman, Richard H., from Philadelphia, Pa., to 1420 Cummins 
Parkway, Des Moines 11, Iowa 

Bottala, John Thomas, COPS 56; 1900 Fulton Ave., Monterey 
Park, Calif. 

Borkosky, William E., from MC 53, to 4613 Mahoning Ave., 
N. W., Warren, Ohio 

Botz, Robert J., from 422 W. Fourth Ave., to G-1179 Ballenger 
Ave., Flint 4, Mich. 

Bronstein, David, PCO ’56; Osteopathic Hospital of Harris- 
burg, 1829 N. Front St., Harrisburg, Pa. 

Bumpus. J. Clifton, KC ’57; Oklahoma ‘Osteopathic Hospital, 
Ninth & Jackson Ave., Tulsa 7, Okla. 

no Esther, COPS ’56; 3364 Cardiff Ave., Los Angeles, 

alif. 

Cacioppo, Dino T., DMS ’57; Green Cross General Hospital, 

1900 23rd St., Cuyahoga Falls, Ohio 


Cade, V. R., from 816-18 Broadway, to Box 406, Larned, Kans. 


Calvin, Donald Dean, COPS ’56; Wallace Memorial Hospital, 
3200 Ventura Blvd., Fresno 2, Calif. 


ro x Robert W., PCO ’56; 4 School St., East Williston, 


Capobianco, a COPS ’56; 1132 Atlantic Ave., Long Beach 
13, Calif. 

Carlin, Edwin S., from Springfield, Pa., to 102 Park Ave, 
Swarthmore, Pa. 

Carponter, John Dymoke, KCOS ’57; Stevens Park Osteopath- 
ic Hospital, 1141 N. Hampton Road, Dallas 11, Texas 


Caruso, Frank V., PCO ’56; 1631 E. Passyunk Ave., Philadel- 
phia 48, Pa. 
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penicillin-susceptible bacteria are 
secondary invaders 


PITMAN-MOORE COMPANY 
}>! Division of Allied Laboratories, Inc. 


Indianapolis 6, Indiana 
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and... (0) UIs 


complicated by 
useless, exhausting 


Novahistine-DH™ 


(fortified Novahistine with dihydrocodeinone) 


When “head colds” become “‘chest 
colds” Novahistine-DH promptly 
controls coughs and keeps air pas- 
sages of both head and chest clear 
of obstruction. 


Each teaspoonful (5 cc.) of grape-flavored 
Novahistine-DH contains: 


Phenylephrine hydrochloride....... 10 mg. 


Prophenpyridamine maleate....... 12.5 mg. 
Dihydrocodeinone bitartrate........ 1.66 mg. 
Chloroform (approx.)............. 13.5 mg. 
Supplied in pint and gallon bottles. 
*Trademark 


PITMAN-MOORE COMPANY 
DIVISION OF ALLIED LABORATORIES, INC. 
INDIANAPOLIS 6, INDIANA 


Chesnick, John, Jr., KCOS ’57; Garden City-Ridgewood Hospi- 
tals, 30548 Ford Road, Garden City, Mich. 

Clark, Jack A., CCO ’57; Chicago Osteopathic Hospital, 5250 
S. Ellis Ave., Chicago 15, IIl. 

Clayton, Robert E., from 1021 Bellaire, to 2803 Wolflin Ave, 
Amarillo, Texas 

Clifford, Robert L., COPS ’52; 925 E. Center St., Anaheim, 
Calif. 

Cohen, Eugene, PCO ’56; 3131 Frankford Ave., Philadelphia 
34, Pa. 

Coupe, George H., KCOS ’57; Muskegon Osteopathic Hospital, 
Third & Webster Sts., Muskegon, Mich. 

Craig, Carl E., from Kirksville, Mo., to 305 Market St., Spen- 
cer, W. Va. 

Crane, Roger H., CCO ’56; 1629A N. Franklin Place, Milwau- 
kee 2, Wis. 

Crawford, John C., PCO ’56; 7619 Torresdale Ave., Philadel- 
phia 36, Pa. 

Criscione, Joseph P., PCO ’57; 2920 Holland Ave., Bronx 67, 
N. Y 


Cunicella, Nicholas A., KC ’57; Bashline Osteopathic Hospital 
& Clinic, Cor. Pine & Center Sts., Grove City, Pa. 

Cunningham, Cecil G., KC ’57; 1024 Askew Ave., Kansas City 
27, Mo. 

D’Angelo, Vincent F., KC ’57; Bashline Osteopathic Hospital, 
Cor. Pine & Center Sts., Grove City, Pa. 

Davis, Kingsley L., KC ’57; 6725 Hadley St., Merriam, Kans. 

Dick, Nedra, KC ’56; 1009 Kentucky St., Lawrence, Kans. 

Di Marzio, Dante, PCO ’56; 335 E. Main St., Norristown, Pa. 

Dobson, Lawrence A., KC ’57; 3259 Warwick Blvd., Kansas 
City 11, Mo. - 

Dumke, Arthur M., Jr.. KCOS.’57; Green Cross General Hos- 
pital, 1900 23rd St., Cuyahoga Falls, Ohio j 

Dyer, Robert Louis, COPS ’56; Los Angeles County Osteo- 
pathic Hospital, 1100 N. Mission Road, Los Angeles 33, 
Calif. 

Epstein, Irving, DMS ’57; Osteopathic Hospital of Harrisburg, 
1829 N. Front St., Harrisburg, Pa. 

Farmer, Edward K., DMS:’57; 1047 12th St., Des Moines 14, 
Towa 

Felmar, Eugene, COPS ’56; 11230 Hortense Ave., North Holly- 
wood, Calif. 

Ferguson, Harold A., KCOS '57; Grandview Hospital, 405 
Grand Ave., Dayton 5, Ohio 

Fisher, Dolores, from Walnut Park, Calif., to 1508 Crenshaw 
Blvd., Torrance, Calif. 

Fox, Arnold, KC ’57; 3843 Wabash Ave., Kansas City 9, Mo. ' 
Fox, John H., from 2800A Chippewa St., to 3205 Meramec 
Ave., St. Louis 18, Mo. i 
Freeman, Elaine Smith, KC ’56; 222 York St., Manchester, Pa. 

Freeman, Silvion B., KC °56; 222 York St., Manchester, Pa. 

French, Everett E., KC ’57; Osteopathic Hospital of Kansas 
City, 926 E. 11th St., Kansas City 6, Mo. 

Fry, Robinson G., PCO ’56; Allentown Osteopathic Hospital, 
1736 Hamilton St., Allentown, Pa. 

Gaggos, Peter H., KCOS ’57; 5047 Seneca, Detroit 13, Mich. 

Gier, John L., DMS ’56; Rancho Santa Fe, Calif. 

Giuliani, Charles O., PCO ’57; Grandview Hospital, 405 Grand 
Ave., Dayton 5, Ohio 

Gleason, Vinson W., from Larned, Kansas, to 1123 Purdue 
Ave., University City 5, Mo. 

Glick, Stanley N., KC ’57; Mineral Area Osteopathic Hospital, 
Route 1, Farmington, Mo. 

Gorrie, Harold M., from 310 Barfield Bldg., to 904 W. Seventh 
St., Amarillo, Texas 

Gossett, Sherwin Jackson, fron: Hermosa Beach, Calif., to 239 
Avenida del Norte, Redondo Beach, Calif. 

Gramer, Jack H., KC ’57; Fort Worth Osteopathic Hospital, 
Inc., 1000 Montgomery St., Fort Worth 7, Texas 

Griffith, Thomas B., PCO ’56; 8 W. Main St., Shiremanstown, 
ra. 

Haber, Maurice S., COPS ’56; 11316 Blix St., North Holly- 
wood, Calif. 

Hadad, Richard C., KCOS ’57; Riverside Osteopathic Hospital, 
165 George St., Trenton, Mich. 

Haltzman, Harry W., KC ’57; Allentown Osteopathic Hospital, 
1736 Hamilton St., Allentown, Pa. 
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Harakal, John H., Jr., KCOS ’57; Kirksville Osteopathic Hos- 
pital, 800 W. Jefferson St., Kirksville, Mo. 

Hardin, Rollo C., from Corpus Christi, Texas, to 8715 N. Ar- 

_ kansas, Houston 16, Texas 

Harstad, Calvin D. L., from Granada Hills, Calif., to 2416 
Yearling, Lakewood, Calif. 

Hartman, Leo L., KC ’57; Phoenix Osteopathic Hospital, 4004 
N. Seventh St., Phoenix 43, Ariz. 

Hebard, Kenneth G., from 1623 N. French St., to 615 N. Syca- 
more St., Santa Ana, Calif. 

Hendricks, George W., Jr., PCO ’55; 274 Grand Blvd., Deer 
Park, N. Y. 

Henry, Owen I., from Detroit, Mich., to Pontiac Osteopathic 
Hospital, 50 N. Perry St., Pontiac, Mich. 

Herrick, Stuart B., Jr.. PCO ’57; Osteopathic Hosiptal of 
Maine, 335 Brighton Ave., Portland, Maine 

Hipple, John A., PCO ’56; 18601 W. Seven Mile Road, Detroit 
19, Mich. 

Hoehn, William G., KCOS ’57; 301 E. Illinois St., Kirksville, 


Mo. 

Holmes, C. E., Jr., COPS ’56; 549 E. Baseline, San Dimas, 
Calif. 

Hoover, Mary Alice, from Tacoma, Wash., to Fox Island, 
Wash. 
Houghton, Raymond L., KCOS ’57; South Bend Osteopathic 
Hospital, 2515 E. Jefferson Blvd., South Bend 15, Ind. 
Howlett, Leonard D., KC ’57; Wolfe-Duphorne Hospital, 
Athens, Texas 

Hutton, Edward L., COPS ’56; 3927 Van Buren, Arlington, 
Calif. 

Irwin, Robert S., from 211 S. Fourth Ave., to 323 S. Fourth 
Ave., Paden City, W. Va. 

Izbicki, Robert J., KC ’57; Erie Osteopathic Hospital, 234 W. 
Sixth St., Erie, Pa. 

Janis, Leon O., COPS ’56; 1557 E. Florence Ave., Los Angeles 
i, Calif. 

Jay, Byron B., from 107 E. Carlisle, to 114 S. Main, Marion, Ky. 

Jeck, Saul, DMS ’57; Metropolitan Osteopathic Hospital, 300 
Spruce St., Philadelphia 6, Pa. 

Jennings, David G., KCOS ’57; Muskegon Osteopathic Hospi- 
tal, Third & Webster Sts., Muskegon, Mich. 

Josephson, Simon E., from 1109 Pacific Ave., to 47 S. Virginia 
Ave., Atlantic City, N. J. 

Kadletz, Edward R., DMS ’57; Mount Clemens General Hospi- 
tal, 1000 Harrington Blvd., Mount Clemens, Mich. 

Kandel, Morris A., from 1138 N. Beachwood Drive, to 5358 
Loma Linda Ave., Hollywood 27, Calif. 

Karlow, Herbert, KC ’57; Wetzel Osteopathic Hospital, 105 E. 
Ohio St., Clinton, Mo. 

Kaye, Maurice L., from New Castle, Pa., to The Bigelow, 
Pittsburgh 19, Pa. 

Klitenic, Simon, KC ’57; Ontario Community Hospital, 555 N. 
Campus Ave., Ontario, Calif. 

Kodroff, Carl, PCO ’56; 9551 Bustleton Ave., Philadelphia 15, 
Fa 

Kopec, Thaddeus Stanley, from South Paris, Maine (Home), 
to Main St., Bryant Pond, Maine 

Korljan, Ralph G., COPS ’56; 658 W. Seventh St., San Pedro, 
Calif. 

Kovan, Robert A., CCO ’55; Osteopathic Hospital of Kansas 
City, 926 E. 11th St., Kansas City 6, Mo. 

Kuehn, Edwin W., CCO ’56; Box 412, Oostburg, Wis. 

Lamb, Leonard H., CCO ’56; Box 765, Derby, Colo. 

Langford, Robert H., CCO ’57; Chicago Osteopathic Hospital, 
5250 S. Ellis Ave., Chicago 15, Ill. 

Langnas, Joseph H., KC ’57; 15832 Kentucky, Detroit 38, Mich. 

Latta, Richard S., PCO ’56; 51 Waverly Road, Havertown, Pa. 

Lawley, George Donald, CCO ’57; 1363 Lochmoor, Grosse 
Pointe Woods 36, Mich. 

Lee, Bertram Jack, COPS ’56; 1581 W. Adams Blvd., Los An- 
geles 7, Calif. 

Lesock, William J., from Birmingham, Mich., to 2845 N. Wood- 
ward, Berkley, Mich. 

Levenson, Robert C., COPS ’56; Park View Hospital, 1021 N. 
Hoever St., Los Angeles 29, Calif. 

Lichty, Harry A., from 1021 E. Eighth St., to 1281%4 N. Elm- 
wood Ave., Traverse City, Mich. 
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to produce 
a normal 
bowel movement 


in the morning 


Dosage: One tablespoonful at bedtime 


WARNER-CHILCOTT 
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SANBORN VISETTE 


electrocardiograph 


Everything you need for taking an accurate, permanent, directly- 
recorded electrocardiogram is now available in a “package’’ the 
size of a portable typewriter, and that weighs only 18 pounds! 
This is the new Model 300 VISETTE — a completely modern, 
transistorized ECG recently introduced by Sanborn Company. 
The unique design has made possible for the first time a clinically 
accurate instrument that is éruly compact and fully portable. 

By actual use — in your own examining room, in your patient’s 
home, at a hospital — you can discover the Visette’s value and 
portability. Convenience of use, greater ease of operation — and 
even simpler, faster servicing, should the need arise — comprise 
the design concept of this new Sanborn instrument. 

A comprehensive folder describing the Model 300 VISETTE 
electrocardiograph is available on request. Or call the Sanborn 
Company Branch Office or Service Agency in your locality for a 
demonstration in your office — to see for yourself the advantages 
of owning the ECG that “brings ’cardiography to your patient.” 


The established Sanborn Model 51 Viso-Cardiette is also 
available for those who prefer a larger, heavier (34 Ibs.) 
instrument — $785.00, delivered. Many doctors use their 
“51 Viso” in the office and the Visette on “cardiograph calls. 


SANBORN COMPANY 


MEDICAL DIVISION 
175 Wyman Street, Waltham 54, Mass. 
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when you encounter 


e respiratory infections 

e gastrointestinal 
infections 

e genitourinary 
infections 


e miscellaneous 
infections 


for all 

tetracycline-amenable 
infections, 

prescribe superior 


Squibb Tetracycline Phosphate Complex 


In your patients, SUMYCIN produces: 


1. Superior initial tetracycline blood levels—faster and higher 
than ever before—assuring fast transport of adequate tetra- 
cycline to the site of the infection. 


2. High degree of freedom from annoying or therapy-inter- 
rupting side effects. 


Tetracycline phosphate 
complex equiv. to 

Supply: tetracycline HCI (mg.) Packaging: 

SQUIBB Sumycin Capsules (per Capsule) 250 Bottles of 16 and 100 

° A Sumycin Suspension (per 5 cc.) 125 2 oz. bottles 
Squibb Quality— 

: " Sumycin Pediatric Drops 100 10 cc. dropper bottles 
the Priceless Ingredient (per ce.—20 drops) 


*SUMYCIN® IS A SQUIBB TRADEMARK 
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“No patient failed to improve.” 


pHisoHex washing added to standard 
treatment in acne produced results that 
far excelled... results with the many 
measures usually advocated.’’! 


pHisoHex maintains normal skin pH, 
cleans and degerms better than soap. In 
acne, it removes oil and virtually all skin 
bacteria without scrubbing. 


For best results—four to six washings a 
day with pHisoHex will keep the acne 
area “surgically” clean. 


1. Hodges, F. T.: GP 14:86, Nov., 1956. 


Sudsing 

nonalkaline 

antibacterial 

detergent— LABORATORIES 
nonirritating, New York 18, N.Y. 
hypoallergenic. 

Contains 3% 

hexachlorophene. 


Lindsay, Owen W., from 1007 N. Lake Ave., to 230 N. Mentor 
Ave., Pasadena, Calif. 

Long, Vaughn R., from 612 Euclid Ave., to Bashline Osteo- 
pathic Hospital & Clinic, Cor. Pine & Center Sts., Grove 
City, Pa. 

Loniewski, Edward A., KC ’57; Detroit Osteopathic Hospital, 
12523 Third Ave., Detroit 3, Mich. 

Looper, O. Joe., KC ’57; Oklahoma Osteopathic Hospital, Ninth 
St. & Jackson Ave., Tulsa 7, Okla. 

Lyons, Earl K., from Professional Bldg., to 416 Davis Ave., 
Elkins, W. Va. 

Lyons, Louis S., COPS ’56; 223 Diamond St., Redondo Beach, 
Calif. 

Macy, Benjamin M., from 1310 Echo Park Ave., to 3915 Sun- 
set Blvd., Los Angeles 29, Calif. 

Malamut, Marvin H., PCO ’57; 8312 Alma St., Philadelphia 15, 
Pa. 

Manning, Odeen, COPS ’56; 529 N. Orange Drive, Los Angeles 
36, Calif. 

Manuele, Angelo, COPS ’56; Box 326, Woodlake, Calif. 

Marinelli, Dante E., from Los Angeles, Calif., to 724 E. New- 
mark, Monterey Park, Calif. 

Marino, Frank J., from 2301 Twelve Mile Road, to 3083 Cool- 
idge Ave., Berkley, Mich. 

Marouk, Armen, COPS ’56; Los Angeles County Osteopathic 
Hospital, 1100 N. Mission Road, Los Angeles 33, Calif. 
Martin, Andrew J., from Box 168, to Box 66, Nicoma Park, 

Okla. 

Marts, Reed E., KC ’57; Mineral Area Osteopathic Hospital, 
Route 1, Farmington, Mo. 

Masters, William R., KC ’57; Community Hospital, 1405 Hol- 
land Ave., Houston 15, Texas 

McCorkle, John L., from North Mehoopany, Pa., to Mehoopany, 


Fa. 

McGrady, James P., COPS ’56; 8421 Lincoln Blvd., Los An- 
geles 45, Calif. 

Meehan, Robert J., from 223 Main St., to 7 Oliver St., Rock- 
land, Maine 

Miller, Donald P., from Norridgewock, Maine, to 166 Silver 
St., Waterville, Maine 

Miller, Lamar C., DMS ’57; Grandview Hospital, 405 Grand 
Ave., Dayton 5, Ohio 

Minahan, James J., PCO ’56; 322 Maclay St., Harrisburg, Pa. 

Minutella, Jack A., PCO ’56; 1737 S. 18th St., Philadelphia 45, 
Pa. 

Mitzel, Robert D., CCO ’57; 371 Shaw Ave., Dayton 5, Ohio 

Moll, Lois Jean Gehris, PCO ’56; 4029 Gelber Place, Los An- 
geles 8, Calif. 

Montrom, S. C., PCO ’57; 1438 Spruce St., Easton, Pa. 

Morgan, David, KC ’57; 3012 S. Scott Ave., Independente, Mo. 

Morris, Benjamin, from Weston, W. Va., to Miller Bldg., 
Ravenswood, W. Va. 

Morrison, Patricia L., from Kansas City, Mo., to 2014 Swift 
Ave., North Kansas City 16, Mo. 

Moy, Thomas L., PCO ’56; 532 S. 52nd St., Philadelphia 43, Pa. 

Murphy, Robert F., KC ’57; Lakeside Hospital, 2801 Flora 
Ave., Kansas City 9, Mo. 

Myers, E. Delmar, KCOS ’57; Parkview Hospital, 1920 Park- 
wood Ave., Toledo 2, Ohio 

Nathanson, Boris, from 1310 Echo Park Ave., to 3915 Sunset 
Blvd., Los Angeles 29, Calif. 

Nocella, Alexander, COPS ’56; 5260 Navarro St., Los Angeles 
32, Calif. 

Novinsky, Herman, from Reseda, Calif., to 472 First St., New- 
burgh, N. Y. 

Paley, Albert E., CCO ’57; Art Centre Hospital, 5435 Wood- 
ward Ave., Detroit 2, Mich. 

Paoni, Adam G., KC ’57; 526 Olive St., Kansas City 1, Mo. 

Pappas, Nicholas A., KCOS ’57; 1827 S. Leland, San Pedro, 
Calif. 

Parker, J. Norman, Jr., from Phoenix, Ariz., to 6220 E. Red- 
wing Road, Route 2, Box 548, Scottsdale, Ariz. 

Peterson, Robert Herrman, COPS ’56; 929A E. Lexington 
Drive, Glendale 6, Calif. 

Prestine, Arthur P., KCOS ’57; 512 E. Filmore, Kirksville, Mo. 

Pyne, Louis G., from Box 66A, to 34318 U.S. 101, Capistrano 
Beach, Calif. 
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Rackliff, Herbert L., Jr., CCO ’57; Saginaw Osteopathic Hos- 
pital, 515 N. Michigan Ave., Saginaw, Mich. 

Radnothy, Louis J.. DMS ’57; 32129 Rush Ave., Garden City, 
Mich. 

Ramljak, Michael, COPS ’56; Box 607, San Jacinto, Calif. 

Ravetz, Robert S., PCO ’57; Chatham Court, 49th & Locust 
Sts., Philadelphia 39, Pa. 

Reiter, Ralph L.. from Pittsburgh, Pa., to 77 Brooks Drive, 
Ormond Beach, Fla. 

Rhode, William J., KC ’57; Charles E. Still Osteopathic Hospi- 
tal, 1201 S. Madison St., Jefferson City, Mo. 

Riley, Robert Joseph, KCOS ’57; Standring Memorial Hospi- 
tal, 12845 12th Ave., S.W., Seattle 66, Wash. 

Robinson, Walter T., Jr., PCO ’56; 257 Highland Ave., High- 
land Park 3, Mich. 

Roeper, Ralph H., CCO ’57; Saginaw Osteopathic Hospital, 515 
N. Michigan Ave., Saginaw, Mich. 
Rogers, John C., from Grand Rapids, Mich., to Doctors Hospi- 
tal, 1087 Dennison Ave., Columbus 1, Ohio x 2 
Rose, Paul H., from Phoenix, Ariz., to Gleason Hospital, 523 
Main St., Larned, Kans. 

Rosenblatt, Jerry G., from Dayton, Ohio, to 36 Monroe St., 
New York 2, N. Y. 

Runnels, Gordon A., COPS 756; Arbuckle Saritarium, Ar- 
buckle, Calif. 

Rusin, William D., PCO ’56; 800 N. Virgil Ave., Los Angeles 
29, Calif. 

Rutschow, Henry W., CCO ’57; Parkview Hospital, 1920 Park- 
wood Ave., Toledo 2, Ohio 

Rymers, G. Thomas, KCOS ’57; South Bend Osteopathic Hos- 
pital, 2515 E. Jefferson Blvd., South Bend 15, Ind. 

Salanon, Paul, KC ’57; Metropolitan Hospital, 300 Spruce St., 
Philadelphia 6, Pa. 

Salkind, Henry PCOS ’56; 521 S. 46th St., Philadelphia 43, Pa. 

Sanders, H. W., from Dallas, Texas, to 701 S. Campbell St., 
El Paso, Texas 

Savage, D. Hal, COPS ’56; Box 371, Tahoe Valley, Calif. 

Schrock, Robert D., COPS ’56; 5578 Forbes St., San Diego 20, 
Calif. 

Schulman, Charles, CCO ’57; Detroit Osteopathic Hospital, 
12523 Third Ave., Detroit 3, Mich. ; 

Sefton, Tom Lyman, DMS ’57; 1939 Riverside Drive, Dayton 
5, Ohio 

Segal, Leonard B., KC ’57; Metropolitan Hospital, 300 Spruce 
St., Philadelphia 6, Pa. 
Seibert, John H., from Des Moines, Iowa, to Kirksville Osteo- 
pathic Hospital, 800 W. Jefferson St., Kirksville, Mo. 
Shaffer, L. S., from 2425 N. High St., to 111 W. Third Ave., 
Columbus 1, Ohio 

Sibley, Willie Frank, Jr., DMS ’57; Cafaro Memorial Hospital, 
Broadway & Florencedale Ave., Youngstown 4, Ohio 

Simcox, Thomas W., from 5600 Atlantic Ave., to 3639 Atlantic 
Ave., Long Beach 7, Calif. 

Simonian, Simon, from Jimos Bldg., to 214 S. Franklin St., 
Greenville, Mich. 

Siu, Tim Keen, COPS ’56; 808 S. Garfield Ave., Alhambra, 
Calif. 

Sklar, Jay M., from New Milford, N. J., to 21 Regent St., 
Bergenfield, N. J. 

Slifer, George B., Jr., PCO ’56; 721 Glenview St., Philadelphia 
11, Pa. 

<i M., CCO ’57; 1029 Cumberland Ave., Dayton 
5, Ohio 

Smeltzer, William E., from Wayne, Mich., to 302 W. Main St., 
Homer, Mich. 

Snoke, Paul S., PCO ’56; Hospital of Philadelphia College of 
Osteopathy, 48th & Spruce Sts., Philadelphia 39, Pa. 

Staab, Richard C., from Los Angeles, Calif., to 3205 Century 
Blvd., South Gate, Calif. 

Stanley, Morton J., KCOS ’57; Flint Osteopathic Hospital, Inc., 
416 W. Fourth Ave., Flint 3, Mich. 

Stark, Richard J., from Lititz, Pa., to Dalhern Medical Center, 
R.F.D., Herndon, Pa. 

Stein, Frank Lincoln, from Gardena, Calif., to 2817 Angus St., 
Los Angeles 39, Calif. ; 

Stevin, Leo G., KC ’57; Pontiac Osteopathic Hospital, 50 N. 
Perry St., Pontiac, Mich. 
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NEW 
just published 


e Ulcerative 
Colitis 


by HARRY E. BACON, M.D., Sc.D., LL.D., 
F.A.C.S., F.A.P.S. 

With Contributions by Paul T. Carroll, B.S., M.D. 
and a Chapter on Anesthesia by LeRoy W. Krumper- 
man, M.D. Foreword by Alton Ochsner, B.A., M.D., 
Se.D. 


This new book presents an important contribution 
to the rational understanding of the problems and 
theories surroundng chronic ulcerative colitis. 
Drawing on his years of experience and treatment 
of over 400 cases of the disease, Dr. Bacon pre- 
sents the complete clinical picture, the methods 
of diagnosis, differential diagnostic problems, anes- 
thetic management, and preoperative and post- 
operative care. He carefully considers the compli- 
cations and makes sound recommendations for 
their prevention and correction. 


In the Foreword, Dr. Alton Ochsner states, “Dr. 
Bacon’s contribution . . . is the most complete 
consideration of the subject that has ever 
prepared ... There is no other place where so 
much factual information and critical evaluation 
of chronic ulcerative colitis can be obtained so 
readily and easily . . . Physicians who might 
come in contact with the disease cannot afford to 
be without the book.” 


395 Pages 183 Figures and { Color Plate $15.00 


ORDER YOUR COPY TODAY! 


— LIPPINCOTT 
i BOOKS 


Make Practice 
ee J. B. LIPPINCOTT 
COMPANY 


MONTREAL 


East Washington Square, Philadelphia 5, Pa. ? 
In Canada—4865 Western Avenue, Montreal 6, P. 9. 


| 

| 

| Please enter my order and send me. 

| Convenient 
ZONE. ..STATE....L] Payment Enclosed 
JAOA—3-58 
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for pain...as effective as codeine 
without codeine's liabilities 


actirin 


NON-NARCOTIC 
Potently Analgesic 


Effectively Anti-inflammatory 


2 ZACTIRIN tablets are equiva- 
lent in analgesic potency to % 
grain of codeine plus 10 grains 
of acetylsalicylic acid. 


Supplied: Distinctive, 2-layer yellow-and- 
green tablets, bottles of 48. Each tablet . 
contains 75 mg. of ethoheptazine citrate 
and 325 mg. (5 grains) of acetylsalicylic 
acid. 


Philadelphia 1, Pa. 


A 
j 


Correlates and classifies 
the clinical and 
allergic manifestations ... 


Theodore & Schlossman: 
OCULAR ALLERGY 


The first treatment of the subject since Dr. Alan C. Wood’s monograph twenty-five 
years ago. Correlates and classifies the clinical manifestations of ocular 

allergy in accordance with the various allergic mechanisms involved. Utilizing 
accepted allergic principles, ocular hypersensitivities are interpreted within the basic 
categories of anaphylactic, atopic, microbial, and contact reactions. Through this 
approach the clinician is better equipped to recognize and evaluate the many forms which 
ocular allergy assumes, and to resolve many other troublesome therapeutic problems 
arising from the fact that different allergic responses require different types 

of treatment. Chapter contributions by William B. Sherman, M.D. and Robert S. 


Coles, M.D. 
By Frederick H. Theedore, M.D., Associate Clinical Professor of Ophthalmology, New 
York University Medical School; and Abraham Schlossman, M.D., Clinical Assistant 
Professor of Ophthalmology, State University of New York 


420 pp., 111 figs., 2 col. pl. (1958)... $12.00 


Two new monographs 
of interest... 


Hunt: A CONTRIBUTION 
TO THE STUDY OF 
PORTAL HYPERTENSION 


The Jacksonian Prize Essay, Royal College of Surgeons, 1956. 


By Alan Henderson Hunt, M.A., D.M., M.Ch., F.R.C.S., Surgeon St. Bartholomew’s 
Hospital and the Marsden Hospital F: 
244 pp., 205 figs. (1957)... $8.50 


Walton & Adams: 
POLYMYOSITIS 


A critical description and analysis of muscle diseases characterized by weakness 

and atrophy but whose pathology sets them apart from progressive muscular dystrophy. 
By John N. Walton, First Assistant in Neurology, King’s College, University of Durham, 
in the Royal Victoria Infirmary, Newcastle upon Tyne; and Raymond D. Adams, 
Bullard Professor of a Harvard University and Chief of the Neurologi- 
cal Service, Massachusetts General Hospital, Boston 


280 gp., 3 figs., 69 pl., 6 in color (1958) ... $7.00 


HE WILLIAMS AND WILKINS COMPANY 
Mount Royal & Guilford Aves., Baltimore 2, Md. 


Please send the following on approval: 


Name 
(Please print) 

Address 

City. Zone. State. 

(J Payment enclosed. O Bill me. 


Shopping by mail is an easy, time-saving way to 


select books for your personal library. 
JAOA—3-58 
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morphine-like action 
in relief of 


SEVERE PAIN 


NARTATE 


(G. F. Harvey Company Brand of Dipyrone) 
NON-NARCOTIC + ANALGESIC-ANTIPYRETIC 


Dramatically effective in relieving pain and fever, 
NARTATE “approaches the ideal analgesic for 
office use.”* Its action is prompt and prolonged, it 
does not produce sedation or narcosis, and it is not 
habit forming. It is well-tolerated and economical 
for long-term medication. 


INDICATIONS: 


Arthritic and rheumatic pain, carditis, herpes zoster, postopera- 
tive pain, angina pectoris, coronary thrombosis, renal and biliary 
colic, traumatic pain, bursitis, backache, and headache of varied 
etiology. CAUTION: Should not be used in presence of anemia. 
DOSAGE: 


PARENTERAL — for rapid relief, 5 cc. intravenously. 
ORAL — | tablet t.i.d. or q.i.d. 


SUPPLIED: 
VIALS, 10 cc. and 30 cc. TABLETS, bottles of 100 and 1000. 


*Joseph, Morris: Effective Analgesia Without Sedation 
or Narcosis, Clinical Medicine, August 1957 


F SARATOGA SPRINGS, NEW YORK 


Please send sample and literature on NARTATE 


Stinson, Harold S., Jr., KCOS ’57; 104 Rollins Apts., Kirks- 


ville, Mo. 
Stolz, Ralph Edward, KCOS ’57; 2171%4 N. Fulton St., Allen- 
town, Pa. 


Stoops, Dale, KC ’57; Doctors Hospital, 1087 Dennison Ave., 
Columbus 1, Ohio 

Susser, David, DMS ’57; Detroit Osteopathic Hospital, 12523 
Third Ave., Detroit 3, Mich. 

Tavoularis, Tom Harry, COPS ’56; 14718 Hawthorne Blvd., 
Lawndale, Calif. 

TePoorten, Bernard A., from Boston, Mass., to Kezar Falls, 
Maine . 

Tracy, Jack S., COPS '56; 7602 Pacific Ave., Lemon Grove, 
Calif. 

Tripi, Vincent James, CCO ’57; Forest Hill Hospital, 924 E. 
152nd St., Cleveland 10, Ohio 

Vaiuck, Richard Paul, KCOS ’57; Muskegon Osteopathic Hos- 
pital, Third & Webster Sts., Muskegon, Mich. 

Voit, William A., from Kansas City, Mo., to 6700 E. Thomas 
Road, Scottsdale, Ariz. 

Wallace, James, Jr., COPS ’56; 3888 Potomac Ave., Los An- 
geles 8, Calif. 

Walp, Barry D., PCO ’56; 2020 Marietta Ave., Rohrerstown, 
Pa. 

Wank, John H., KC ’57; Carson City Hospital, Carson City, 
Mich. 

Ward, Robert C., KC ’57; Mount Clemens General Hospital, 
1000 Harrington Blvd., Mount Clemens, Mich. 

Weathers, William Anthony, from Hale Center, Texas, to Box 
156. Lipan, Texas 

Weir, Donald B., from Battle Creek, Mich., to 14643 Pacific 
Hiway, S., Seattle 88, Wash. 

Whitman, Stanlev H., COPS ’56; 260 S. Doheny Drive, Bever- 
ly Hills, Calif. 

Williams, L. Rudolph, Jr., from 8105 Page Ave., to 10426 Lack- 
land Road, St. Louis 14, Mo. 

Wolbart, John C., CCO ’57; Glendale Community Hospital, 800 
S. Adams St., Glendale 5, Calif. 

Worth, Leonard V., Jr., PCO ’56; 5024 Cedar Ave., Philadel- 
phia 43, Pa. 

Xenakis, Alexander D., PCO ’56; 2212 S. 66th St., Philadelphia 
42, Pa. 

Zachary, Loyd R., from Malin, Ore., to 2416 Fair Oaks Blvd., 


Carmichael, Calif. 
Zaroff, Ralph, PCO ’56; 1338 N. 12th St., Philadelphia 22, Pa. 


Applications 


for membership 


MAINE 


Eggleston, Bernice C., (Renewal) Norridgwock 

Eggleston, Clark R., (Renewal) Norridgwock 
MICHIGAN 

Olney, Frank L., (Renewal) 2950 Niles Ave., St. Joseph 


NEW JERSEY 


Friedman, Karl, (Renewal) 601 Walnut St., Camden 3 
Pounds, William J., (Renewal) 4120 Westfield Ave., Camden 5 


OKLAHOMA 


Dodge, John W., (Renewal) Box 227, Jones 
Young, James A., (Renewal) Box 197, Vici 


PENNSYLVANIA 
Woolridge, Paul F., (Renewal) 45 Pine Needle Road, Levit- 


town 
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new 


“Flavor-timed”’ 


dual-action 


coronary vasodilator 


ORAL 


TRADEMARK 


for Sustained coronary vasodilation and 
protection against anginal attack 


SUBLINGUAL 


for Immediate relief ‘from anginal pain 


DILCORON contains two highly efficient vasodilators 
in a unique core-and-jacket tablet. 

Glyceryl trinitrate (nitroglycerin)—0.4 mg. (1/150 grain) 

- is in the outer jacket—held under the tongue until 
the citrus flavor disappears; provides 

rapid relief in acute or anticipated attack. 


The middle layer of the tablet is 
the citrus “flavor-timer.” 


Pentaerythritol tetranitrate —15 mg. (1/4 grain) is in the 
inner core—swallowed for slow enteric 
absorption and lasting protection. 


For continuing prophylaxis patients may 
swallow the entire Dilcoron tablet. 


Average prophylactic dose: 1 tablet four times daily. 


Therapeutic dose: 1 tablet held under the tongue 
until citrus flavor disappears, then swallowed. 


LABORATORIES 
NEW YORK 18, N. Y. 
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Bottles of 100. 
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CHALLENGES COMPARISON 
ON ALL COUNTS... 


Ayerst’s new 


GROUP 


Brand of Isothipendyl hydrochloride 


1 HIGH POTENCY w= 92% effective in 602 cases! 
2 LOW SEDATION m 99% free of drowsiness! 


3 WIDE RANGE ou effective in various respiratory and topical allergies! 


4 LOW DOS SAG co average daily dosage 8 mg. in 602 patients! 


J NO TOXICITY m no report of toxic effects in 2,686 cases!* 


6 LESS R ESTRICTI VE @ negligible limitation against patients’ driving or 
operating machinery 


On all cou .. Group 4 ““‘THERUHISTIN” is unmatched by antihistamines 
in Group 1 (low partes a sedation), Group 2 (moderate potency/moderate seda- 
tion), Group 3 (high potency/high sedation). 


Supplied: 
“THERUHISTIN” Tablets, 4 mg., bottles of 100 and 1,000. 
Syrup, 2 mg. per 5 cc. (tsp.), bottles of 16 fluidounces. Dosage: 
Adults, 1 tablet or 2 teaspoonfuls (4 mg.) two.to four times daily. 
Children, %2 to 1 teaspoonful, or %4 to % tablet (1 to 2 mg.) two 
to four times daily. 

“THERUHISTIN’-S.A. Sustained Action Tablets (up to 12 
hour control with one tablet), 12 mg. per tablet, bottles of 100 
and 1,000. Dosage: 1 tablet on arising; repeat every 8-12 hours 
as necessary. 


AYERST LABORATORIES 
New York 16, N. Y. * Montreal, Canada 


1. New and Unused Therapeutics Committee, Am. Coll. Allergists: Interim Report at Thirteenth 
Annual Congress, Mar. 20-22, 1957, Chicago, IIl., Ann. Allergy, to be published. 2. von Schlichtegroll, z 
A.: Arzneimittel-Forsch, 7:287 (Apr.) 1957. 3. Spielman, A, D.: New York J. Med. 57:3329 (Oct, 15) 
1957. 5824 
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IF 


Nutritional supplementation may not be nec- 
essary for those who come to you for school 
certificates or ingrown toenails. But the great 
majority — about 75% —of all patients need 
your help in meeting the increased metabolic 
demands of illness. Give them viterra, the 
comprehensive supplement of vitamins and 
minerals. See how much better they will do. 


*average of patients and indications seen in general 
practice. Source: independent research organization; 
name on request. 


New York 17, New York 
Division, Chas. Pfizer & Co., Inc. 


MAY DO BETTER 


YOU ADD 


VITERRA 


Each VITERRA capsule contains: 


Vitamins 

Vitamin A (Palmitate) .........-.... 5,000 U.S.P. Units 
Vitamin D (Irradiated Ergosterol) oetses 500 U.S.P. Units 
Thiamin Hydrochloride U.S.P. ........ceeeeeeee 3 mg. 
Riboflavin U.S.P. 3 mg. 
Pyridoxine Hydrochloride U.S.P. ns .-0.5 mg. 
Calcium Pantothenate 


Vitamin E (from mixed tocopherols concentrate) .3. ; 1. LU. 
Minerals 


Calcium (from Dicalcium Phosphate) ........ 213 mg. 
Cobalt (from Cobaltous Sulfate) ............. 0.1 mg. 
Copper (from Cupric Sulfate) ............... 1 mg. 
lodine (from Potassium lodide) ............. 0.15 mg. 
Iron (from Ferrous Sulfate) 10 mg. 
Manganese (from Manganous Sulfate) ........ 1 meg. 
Magnesium (from Magnesium Sulfate) ....... 6 mg. 
Molybdenum (from Sodium Molybdate) ...... 0.2 mg. 
Phosphorus (from Dicalcium Phosphate) ..... 165 mg. 
Potassium (from Potassium Sulfate) ......... 5 mg. 
Zinc (from Zinc Sulfate) 


Dosage usually one capsule daily. 


Also available as VITERRA TASTITABS® (ideal for chil- 
dren) and VITERRA THERAPEUTIC (for high potencies). 
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Aloe, A. S., Co., 98 

American Bakers Assn., 38 

American Felsol Co., 90 

American Ferment Co., Inc., 129 

American Meat Institute, 20 

American Optical Co., 139 

American Sterilizer, 97 

Ames Co., 122 

Armour Laboratories, 53 

Ayerst Laboratories, 116, 121, 131, 156- 
157 


Baker Laboratories, 68 

Bard-Parker Co., Inc., 126 

Baum, W. A., Co., 111 

Birtcher Corporation, 134 

Borcherdt Malt Extract Co., 136 

Bristol Laboratories, Insert Between 48 
& 49. 80-81, Insert Between 80 & 81, 
94-95 

Bristol-Myers Co., Cover 2 

Burroughs Wellcome & Co., Inc., 26, 59 

Burton, Parsons & Co., 112 


Camp, S. H., Co., 34 

Carnation Co., 78 

Chicago Pharmacal Co., 125 

Ciba Pharmaceuticals, 39, Cover 4 
Cole Chemical Co., 51 

Colwell Publishing Co., 138 
Cutter Laboratories, 64 


Dartell Laboratories, 117 
Davis, F. A., Co., 73 
Davol Rubber Co., 65 

De Puy Mfg. Co., 90 
Desitin Chemical Co., 132 
Dome Chemicals, Inc., 119 
Drew Pharmacal Co., 115 


Eaton Laboratories, 104-105 
Endo Products Co., 127 
Esta Medical Laboratories, Inc., 140 


Fleet, C. B., Co., Inc., 50 


Geigy Pharmaceuticals, Insert Between 
96 & 97 
General Electric Co., (X-Ray Dept.), 33 


Harvey, The G. F., Co., 154 
Hobart Laboratories, 114 
Holland-Rantos Co., Inc., 32 


Irwin, Neisler & Co., 54, 62 


Kinney Co., 118 
Kremers-Urban Co., 128 


Lea & Febiger, 58 

Lederle Laboratories, 14, 27-28-29, 35, 
58, 98 

Leeming, Thomas & Co., Inc., 107, 109 

Liliy, Eli & Co., 106 

Lippincott, J. B., Co., 151 
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Maltbie Lab. Div. (Wallace & Tiernan, 
Inc.), 24-25, 69 

Mallard, Inc., 90 

Massengill, S. E., & Co., Inserts Between 
32 & 33, 128 & 129 

McNeil Laboratories,. Inc., 23, 31, 66, 91- 
92-93 

Mead Johnson & Co., Inserts (3) Between 
16 & 17, 44, 63, 103 

Mulford Colloid Laboratories, 49 

Mutual Benefit Life Ins. Co., 102 


National Drug Co., 74 

Nepera Laboratory Div., 47 

New York Pharmaceutical Co., 159 
Nordmark Pharmaceutical Labs., 6-7 


Organon, Inc., 130 
Ortho, 42 


Parke, Davis & Co., 13, 57 

Pet Milk Co., 160 

Pfizer, Chas., & Co.. Inc, 18-19. 70 
Pharmaseal Laboratories, 21 
Picker X-Ray Co, 1 
Pitman-Moore Co., 144-145-146 
Professional Printing Co., 113 


Quaker Oats Co., 71 


Riker Laboratories, Cover 3, 43, 89, 133 

Ritter Co., Inc., 135 

Roche Laboratories, Insert Between 112 
& 113 

Robins Co., A. H., 10-11 

Roerig, J. B., & Co., 45, 158 

Rorer, William H., Inc., 110 

Roussel Corporation, 99 


Sanborn Company, 148 

Sandoz Pharmaceutical Co., 108 

Saunders, W. B., Co., Cover 2, 138 

Schenlabs Pharmaceuticals, Inc., 4, 142- 
143 

Schering Corporation, 3, 40-41 

Searle, G. D., & Co., 67 

Sherman Laboratories, 123 

Shield Laboratories, 55 

Smith-Dorsey, 36-37, 82-83-84-85-86-87 

Smith, Kline & French Labs., 15, 60-61 

Squibb, E. R., & Sons, 16, 52, 149 

Standard Pharmaceuticals Co., 8-9 

Stanford Laboratories, Inc., 120 

Strasenburgh Co., J. R., 75-76-77 


Tampax Incorporated, 48 
Taylor Instruments Co., 137 
Truform Anatomical Supports, 56 


Wallace Laboratories, 12 

Wampole Laboratories 30, 96 
Warner-Chilcott Laboratories, 5, 72, 147 
Warren-Teed Products Co., 79 

White Laboratories, 17, 46, 100-101, 124 
Whittier Laboratories, 98 

Williams & Wilkins Co., 153 
Winthrop Laboratories, 88, 150, 155 
Wyeth Laboratories, 2, 141, 152 


IRRITABILITY 


MENTAL 
DEPRESSION 


ue tO... 
Ve 


. PREMENSTRUAL 


TENSION® 
cost industry $5,000,000 annuolly 
in absenteeism (1). 


*These conditions respond to HVC . 
(Hayden's Viburnum Compound), 
prescribed by physicians for over jj 
ninety years as a sedative and jj 
smooth muscle relaxant. Sympto- 
matic relief is both prompt and 
prolonged. 


Contoins opulus, 
scorea, prickly berries, 
motics ond sufficient to 
release the resins in the crude 


Hvc 


HAYDEN'S VIBURNUM COMPOUND 


USE COUPON TO REQUEST LITERATURE 
AND PROFESSIONAL SAMPLES. - 


| NEW YORK PHARMACEUTICAL CO. 
| Bedford, Mass., U.S.A. 


l Please send my sample to: 


Name 


| Street 
! 


(1) Ferguson, J. H., Archivos Medicos 
de Cuba, 7:189 (July-Nov.) 1956 
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MILKY WAY WITH 
5O MILLION STARS 


Tuanks to the medical profession, the evaporated milk 


way of bottle feeding has proved the successful way for 
50 million babies. 


And only a formula base which respects the judgment of 
the individual physician could have achieved such success. 


Here is the flexibility which permits the physician to 
tailor the formula to the individual baby . . . in 
carbohydrate content and by dilution of the milk to the 
exact strength desired. 


Here is adjustability which permits easy formula changes 
when required. 


Here is the higher level of protein recommended when 
cows’ milk is fed to babies. 


Here is maximum nourishment, sterility, added vitamin 
o D in required amount, all at minimum cost to parents. 


Here is the formula base proved successful by clinical 
experience—50 million times. 


PET EVAPORATED MILK 


PET MILK COMPANY *ARCADE BUILDING ¢ ST.LOUIS I,MISSOURI 
Journat A.O.A. 
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tolerated. 
Iseroxylon is an a 


No Tolerance Development 
Lower Incidence of Depression 


just two tablets 


Rauwiloid 


ALSEROXYLON, 2 MG. one tablet suffices 


For gratifying Rauwolfia response 
virtually free from side actions 


When more potent drugs are needed, prescribe 
Rauwiloid® + Veriloid® 
alseroxyion 1 mg. ond alkavervir 3 mg. 
for moderate to severe hypertension. 
Initial dose 1 tablet t.i.d., p.c. 


Rauwiloid® + Hexamethonium: 
alseroxyion 1 mg. and hexamethonium chloride dihydrate 250 mg. 


in severe, otherwise intractable hypertension, 
Initial dose 4 tablet q.i.d. 4 
Both combinations in convenient single-tablet form, 4 
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Brighten 
the day 


overcome 


depression, fatigue, lethargy 
improve 


spirits and performance 


with 


iT 4 i n 
hydrochloride 
(methylphenidate hydrochloride CIBA) 


...new mild smooth-acting antide- 
pressant and stimulant, chemically 
unrelated to the amphetamines. 

- Ritalin brightens outlook and 
renews vigor—overcomes drug seda- 
tive effects—often improves behav- 
ior in the elderly. In most cases, 
Ritalin does not overstimulate, has 
little or no effect on appetite, blood 
pressure or pulse rate. 

AVERAGE DOSAGE: 10 mg. b.i.d. or t.i.d. 


SUPPLIED: Tablets, 5 mg. (yellow), 10 mg. 
(light blue), 20 mg. (peach-colored) 


INDICATIONS: 


- the depressed 

the psychically fatigued 
the apathetic 

- the oversedated 


- the moody 


Cc I B A SUMMIT, N.J. 
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